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BENADRYL Hydrochloride (diphen- 
hydramine hydrochloride, Parke-Davis). 
Kapseals® of 50 mg.; Capsules of 25 mg.; 
Emplets® (enteric-coated fablets) of 50 
mg.;in aqueous solutions: 1-cc. Ampoules, 
50 mg. per cc.; 10- and 30-ce. Steri-Vials,® 
10 mg. per ce. with 1:10,000 benzetho- 
nium chloride as a germicidal agent; 
Elixir, 10 mg. per 4 ce.; 2% Ointment 


(water-miscible base); Kapseals of 50 mg. 
BENADRYL HCl with 25 mg. ephedrine 
sulfate. INDICATIONS: Allergic diseases 
such as hay fever, allergic rhinitis, urti- 


caria, angioedema, bronchial asthma, 


serum sickness, atopic dermatitis, 
al 


allergy, vasomotor rhinitis, phys- 


contact dermatitis, gastrointesti 
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ical allergies, and allergic transfusion re- 
actions, also postoperative nausea and vom- 
iting, motion sickness, parkinsonism, and 
quieting emotionally disturbed children. 
Parenteral administration is indicated 
where, in the judgment of the physician, 
prompt action is necessary and oral ther- 
apy would be inadequate. DOSAGE: Oral 
—adults, 25 to 50 mg. three or four times 
daily. Children, 1 or 2 teaspoonfuls of 
Elixir three or four times daily. Paren- 
teral—10 to 50 mg. intravenously or 
deeply intramuscularly, not to exceed 
400 mg. daily. High doses 
may be required in acute, gen- 
eralized or chronic urticaria, 
allergic eczema, bronchial 


asthma, and status asthmaticus. 
PRECAUTION: Avoid 


perivascular injection. Single parenteral 


subcutaneous or 


dosage greater than 100 mg. should be 
avoided, particularly in hypertension and 
cardiac disease, Products containing 
BENADRYL should be used cautiously 
with hypnotics or other sedatives; if atro- 
pine-like effects are undesirable; or if the 
patient engages in activities requiring 
alertness or rapid, accurate response (such 
as driving). Ointment or Cream should 
not be applied to extensively denuded or 
weeping skin areas. Preparations con- 
taining ephedrine are subject to the 
same contraindications applicable to 
ephedrine alone. 
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when allergy looms large in the life of your patient... 


relieves the symptoms of food allergy When the allergic patient 
can’t resist eating an offending food, the ensuing punishment is often out 
of all proportion to the nature of the “crime.” In such cases, BENADRYL 
provides a twofold therapeutic approach to the management of distressing 
symptoms, 

antihistaminie action A potent histamine antagonist, BENADRYL 
breaks the cycle of allergic response, thereby relieving gastrointestinal 
upset, urticaria, edema, pruritus, and coryza. 

antispasmodic action Because of its inherent atropine-like proper- 
ties, BENADRYL affords concurrent relief 
of gastrointestinal spasm, abdominal pain, PARKE-DAVIS 


nausea, and vomiting. PARKE, DAVIS & COMPANY, Detroit 32, Michigan 


antihistaminic-antispasmodic 


most 
allergens 
down 
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testinal 


check of 
diarrhea 


Curbs excessive peristalsis 
 Adsorbs toxins and gases 
Soothes inflamed mucosa 
Provides intestinal antisepsis 


TRADEMARK 
FORMULA: Each 15 cc. (tablespoon) contains: uid. 
Sulfaguanidine U.S.P.... 2Gm. 
EFFECTIVE ANTIDIARRHEAL 


Opium tincture U.S.P. ...0.08 cc. 
(equivalent to 2 cc. paregoric) 


Adults: Initially 1 or 2 tablespoons from : 
four to six times daily, or 1 or 2 tea- Byer yeh sh 
spoons after each loose bowel move- 


3 N York 18, N. Y. 
ment; reduce dosage as diarrhea rls 


subsides. 
Children: % teaspoon (=2.5 cc.) per 


15 Ib. of body weight every four hours 
day and night until stools are reduced 
to five daily, then every eight hours for 
three days. 


SUPPLIED: Bottles of 16 fl. oz. (raspberry flavor, pink color) 


Exempt Narcotic. Available on Prescription Only. 
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FOR THE 
AGING... \. NEW 


COMPREHENSIVE SUPPORT 


BALANCED HORMONE SUPPLEMENTATION 
BROAD NUTRITIONAL REINFORCEMENT 
A 
MOOD ELEVATION 


1 small welll every morning 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


Each capsule contains: Ethinyl Estradiol 0.01 mg. * Methyl 50 mg. ¢ I-Lysine Monohydrochloride 25 mg. ¢ Vitamin Vitamin E 
oe 2.5 mg. ¢ d-Amphetamine Sulfate 2.5 mg. « Vitamin (Tocopherol Acid Succinate) 10 Int. Units « Rutin 12.5 mg. © 

A (Acetate) 5,000 U.S.P. Units « Vitamin D 500 U.S.P. Units « Ferrous Fumarate (Elemental iron, 10 mg.) 30.4 mg. © lodine 
Vitamin By, with AUTRINIC® Intrinsic Factor Concentrate 1/15 (as Kt) 0.1 mg. ¢ Calcium (as CaHPO,) 35 mg. * Phosphorus (as 
U.S.P. Unit (Oral) * Thiamine Mononitrate (B,) 5 mg. © Ribo- | CaHPO,) 27 mg. © Fluorine (as CaF.) 0.1 mg. * Copper (as CuO) 
flavin (B,) 5 mg. © Niacinamide 15 mg. * Pyridoxine HCI (B,) 1 mg. ¢ Potassium (as K2S0,) 5 mg. © Manganese (as Mn0,) 

5 mg. ¢ calcium Pantothenate 5 mg. « Choline Bitartrate 1 mg. ¢ Zinc (as ZnO) 0.5 mg. * Magnesium (igo) 1 mg. * Boron 
25 mg. © Inositol 25 mg. * Ascorbic Acid (C) as Calcium Ascorbate (as fia,B,0;,. 10H,0) 0.1 mg. jottles of 100, 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York a> 
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SYRUP OF CHLORAL HYDRATE 


NEW RALDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER 


JONES and VAUGHAN, INC. richmonp 26, va. 
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— Emko is the result of a philanthropic 
fine research program established 
to seek a contraceptive that would 

prove effective in controlling 

birth rates of over-populated areas. 


For that reason, it had to be 
effective under the most 
adverse conditions .. . 
acceptable to women of low 
motivation . . . entirely 
different from jellies, creams 
and other methods. 


Emko Vaginal Foam was developed 
for use in Puerto Rico. 

This most successful experience 

led to the decision to 

make Emko available in other areas, 
including the United States. 


NOW YOU CAN 
PUT YOUR PATIENT’S MIND 
AT EASE...WITH EMKO 


stocked by local drug stores 


THE EMKO COMPANY 
7912 MANCHESTER AVENUE - ST. LOUIS 17, MISSOURI 
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VAGINAL FOAM 


ACTIVE INGREDIENTS: 
Nony! phenoxy polyoxyethylene ethanol 8.0% 
Benzethonium Chloride 0.2% 


USING PRINCIPLES NEVER 
BEFORE APPLIED TO CONTRACEPTIVES 


THE FIRST AEROSOL FOAM! 


The volume of the material is expanded 
ten times to create a BLOCK OF FOAM. 


THIS BLOCK SEALS THE CERVICAL OS. 


Only a FOAM can successfully serve this 
diaphragm-like function . . . without inter- 
fering with normal intercourse or reducing 
sensory contact. 


A HIGHLY EFFECTIVE SPERMICIDE 


quickly renders the trapped sperm 
immotile. 


EASIER TO USE THAN ANY OTHER 
EFFECTIVE CONTRACEPTIVE 


The foam is placed with an entirely new 
type of “Touch Control” applicator. It’s 
filled automatically by touching the open 
end to the top of the bottle. 


* No douching .. . it vanishes after use 


* Absolutely no greasiness or ‘‘after-mess” 


* No diaphragm .. . the foam does 
the blocking 


* No irritation for husband or wife 


MARGARET SANGER RESEARCH BUREAU 


INTERIM REPORT 


In the Contraception Service of the Margaret Sanger Research 
Bureau, through October 31, 1960, Emko had been used from 
one to 22 months by 362 patients, with a total of 12 unplanned 
pregnancies. Seven of the pregnant patients admitted irregularity 
in the use of Emko. 


Two planned pregnancies had also occurred after stopping the 


use of Emko. 


A.J. SOBRERO, M.D. Pesearch Director 
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UP-TO-DATE 
PRESCRIPTION DEPARTMENTS 


COMPLETELY STOCKED 
TO SERVE YOUR PATIENTS ? 


We work closely with the pharmaceutical manufacturers to in- 
sure having the newest drugs in stock as soon as you prescribe 
them for your patients. New drugs are received in our prescrip- 
tion departments at the rate of more than one a day. 

Our prescription inven- 
tories are carefully checked 
every month to eliminate old 
or outdated drugs from our 
stock for the protection of 
your patients. 


Stores to serve you in Virginia! 


Vircinia Mepicat MontTHLy 


q 

of 

. 

| 

aa 


ANNOUNCING— 

SPECIFIGALLY FOR 

INFECTIONS DUE TO 
“RESISTANT” STAPHYLOCOCCI 


AN ENTIRELY NEW SYNTHETIC 
“STAPH-CIDAL” PENICILLIN 


sodium dimethoxypheny] penicillin 
FOR INJECTION 


UNIQUE—BECAUSE IT 
RETAINS ANTIBACTERIAL 
ACTIVITY IN THE PRESENCE OF 
STAPHYLOCOCCAL PENICILLINASES 
WHICH INACTIVATE 
OTHER PENICILLINS 
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OFFICIAL PACKAGE CIRCULAR 
November, 1960 
STAPHCILLIN™ 
(sodium dimethoxyphenyl penicillin) 
For Injection 
DESCRIPTION 


STAPHCILLIN is a unique new synthetic parenteral penicillin produced 
by Bristol Laboratories for the specific treatment of staphylococcal 
infections due to resistant organisms. Its uniqueness resides in its 
property of resisting inactivation by staphylococcal penicillinase. It is 
active against strains of staphylococci which are resistant to other 
penicillins. 


Each dry filled vial contains: 1 Gm. STAPHCILLIN (sodium dimethoxy- 
phenyl! penicillin), equivalent to 900 mg. dimethoxypheny]| penicillin 
activity. 


INDICATIONS 


STAPHCILLIN is recommended as specific therapy only in infections 
due to strains of staphylococci resistant to other penicillins, e.g.: 


Skin and soft tissue infections: cellulitis, wound infections, car- 
buncles, pyoderma, furunculosis, lymphangitis and lymphadenitis. 


Respiratory infections: staphylococcal lobar or bronchopneumonia, 
and lung abscesses combined with indicated surgical treatment. 


Other infections: staphylococcal septicemia, bacteremia, acute or 
subacute endocarditis, acute osteomyelitis and enterocolitis. 


Infections due to penicillin-sensitive staphylococci, streptococci, pneu- 
mococci and gonococci should be treated with Syncillin® or parenteral 
penicillin G rather than STAPHCILLIN. Treponemal infections should 
be treated with parenteral penicillin G. 


DOSAGE AND ADMINISTRATION 


STAPHCILLIN is well tolerated when given by deep intragluteal or intra- 
venous injection. 


As is the case with other antibiotics, the duration of therapy should be 
determined by the clinical and bacteriological response of the patiert. 
Therapy should be continued for at least 48 hours after the patient has 
become afebrile, asymptomatic and cultures are negative. The usual 
duration has been 5-7 days. 


Intramuscular route: The usual adult dose is 1 Gm, every 4 or 6 hours. 
Infants’ and children’s dosage is 25 mg. per Kg. (approximately 12 mg. 
per pound) every 6 hours. 


Intravenous route: 1 Gm. every 6 hours using 50 ml. of sterile saline 
solution at the rate of 10 ml. per minute. 


* Warning: -Solutions of STAPHCILLIN and kanamycin should not be 
mixed, as they rapidly inactivate each other. Data on the results of 
mixing STAPHCILLIN with other antibiotics are being accumulated. 


DIRECTIONS FOR RECONSTITUTION 


Add 1.5 ml. sterile distilled water or normal saline to a 1 Gm. vial and 
shake vigorously. Withdraw the clear, reconstituted solution (2.0 ml.) 
into a syringe and inject. The reconstituted solution contains 500 mg. 
of STAPHCILLIN per ml. Reconstituted solutions are stable for 24 hours 
under refrigeration. 


For intravenous use, dilute the reconstituted dose in 50 ml. of sterile 
saline and inject at the rate of 10 ml. per minute. 
*This statement supersedes that in the Official Package Circulars dated September and/or October, 1960. 
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OFFICIAL PACKAGE CIRCULAR 
(continued) 


MICROBIOLOGICAL AND PHARMACOLOGICAL 
PROPERTIES 


In vitro studies show that STAPHCILLIN is a bactericidal penicillin 
with activity against staphylococci resistant to penicillin G. Strains of 
staphylococci so far tested have been sensitive to STAPHCILLIN in vitro 
at concentrations of 1-6 mcg. per ml. These levels are readily attained 
in the blood and tissues by administration of STAPHCILLIN at the 
recommended dosage. This unique attribute is probably due to the 
fact that STAPHCILLIN is stable in the presence of staphylococcal peni- 
cillinase. STAPHCILLIN also resists degradation by B. cereus penicil- 
linase. The antimicrobial spectrum of STAPHCILLIN with regard to 
other microorganisms is qualitatively similar to that of penicillin G; 
but considerably higher concentrations of STAPHCILLIN are required 
for bactericidal activity than is the case with penicillin G. 


STAPHCILLIN is rapidly absorbed after intramuscular injection. Peak 
blood levels (6-10 mcg./ml. on the average after a 1.0 Gm. dose) are 
attained within 1 hour; and then progressively decline to less than 
1 meg. over a 4 to 6 hour period. It is poorly absorbed from the gastro- 
intestinal tract. STAPHCILLIN is rapidly excreted by the kidney. 


As shown by animal studies, STAPHCILLIN is readily distributed in body 
tissues after intramuscular injection. Of the tissues studied, highest 
concentrations are reached in the kidney, liver, heart and lung in that 
order; the spleen and muscles show lower concentrations of the anti- 
biotic. STAPHCILLIN diffuses into human pleural and prostatic fluids, 
but its diffusion into the spinal fluid has not yet been completely 
studied. However, one patient with meningitis showed a significant 
concentration in his spinal fluid while on STAPHCILLIN therapy. 


Toxicity studies with STAPHCILLIN and penicillin G in animals show 
that they have approximately the same low order of toxicity. 


Certain staphylococci can be made resistant to STAPHCILLIN in the 
laboratory, but this resistance is not related to their penicillinase pro- 
duction. During the clinical trials, no STAPHCILLIN-resistant strains of 
staphylococci were observed or developed; the possibility of the emer- 
gence of such strains in the clinical setting awaits further observation. 


PRECAUTIONS 


During the clinical trials, several mild skin reactions, e.g., itching, 
papular eruption and erythema were observed both during and after 
discontinuance of STAPHCILLIN therapy. Patients with histories of hay 
fever, asthma, urticaria and previous sensitivity to penicillin are more 
likely to react adversely to the penicillins. It is important that the 
possibility of penicillin anaphylaxis be kept in mind. Epinephrine and 
the usual adjuvants (antihistamines, corticosteroids) should be avail- 
able for emergency treatment. Because of the resistance of STAPHCILLIN 
to destruction by penicillinase, parenteral B. cereus penicillinase may 
not be effective for the treatment of allergic reactions. Information 
with regard to cross-allergenicity between penicillin G, penicillin V, 
phenethicillin (Syncillin) and STAPHCILLIN is not available at present. 
If superinfection due to Gram-negative organisms or fungi occurs 
during STAPHCILLIN therapy, appropriate measures should be taken. 


SUPPLY 
List 79502 — 1.0 Gm. dry filled vial. 


BRISTOL LABORATORIES - SYRACUSE, NEW YORK 


Division of Bristol-Myers Company . 
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pecifically for “resistant” staph... 


sodium dimethoxypheny] penicillin 
FOR INJECTION 


» failure of staphylococcal infections to respond to penicillin therapy is attributed to 
penicillin-destroying enzyme, penicillinase, produced by the invading staphylococcus. 


like other penicillins: 


STAPHCILLIN is effective because it retains its antibacterial activity despite the pres- 
e of staphylococcal penicillinase. 


The clinical effectiveness of STAPHCILLIN has been confirmed by dramatic results in 
‘ide variety of infections due to “resistant” staphylococci, many of which were serious 
| life-threatening. 


e other penicillins: 

STAPHCILLIN has no significant systemic toxicity. It is well tolerated locally, and 
n or irritation at the injection site is comparable to that following the injection of 
iicillin G. In occasional cases, typical penicillin reactions may be experienced. 


PROFESSIONAL INFORMATION SERVICE — The attached Official Package Circular provides com- 
plete information on the indications, dosage, and precautions for the use of STapHCILLIN. If you desire 
additional information concerning clinical experiences with STaPHcILLIN, the Medical Department of 
Bristol Laboratories is at your service. You may direct your inquiries via collect telephone call to New York, | 
PLaza 7-7061, or by mail to Medical Department, Bristol Laboratories, 630 Fifth Ave., N. Y. 20, N. Y. 


RISTOL LABORATORIES * SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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The cigarette that made the Filter Famous! 


KE N’ 
T 
~ CIGARETTES... 


NEW 
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KING SIZE 


It’s true. Kent’s enormous rise in popularity—with all the attendant maga- 
zine and newspaper stories—really put momentum to the trend toward filter 
cigarettes! 

So, Kent is the cigarette that made the filter famous. And. no wonder. 
Kent’s famous Micronite filter is made from a pure, all-vegetable material. 
A specially designed process at the P. Lorillard factory compresses this 
material into the filter shape and creates an intricate network of tiny channels 
which refine smoking flavor. 

Kent with the Micronite filter refines away harsh flavor . . . refines away 
hot taste . . . makes the taste of a cigarette mild. 

That’s why you'll feel better about smoking with the taste of Kent. 


©1961 P. LORILLARD CO 


A PRODUCT OF P LORILLARD COMPANY : FIRST WITH THE FINEST CIGARETTES - THROUGH LORILLARD RESEARCH 


VoLuME 88, Marcu, 1961 
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...the proof of the Patrician “200” 
is in the radiograph! 


When you choose x-ray for private practice, look 
at performance as well as the price tag. “Econ- 
omy” that is gained by short-cuts in table 
design or a reduction in power may mean slow 
exposures, blurred radiographs and repeated 
retakes. General Electric’s Patrician “200” 
combination is designed with adequate power 
for private practice —a full 200 ma to stop 
anatomical movement sharply and clearly. 
Many other features found in larger installa- 
tions are engineered into the Patrician: 81” 
table, independent tubestand, shutter limiting 
and automatic tube protection, to name just 


DIRECT FACTORY 


BALTIMORE 
3012 Greenmount Ave. + HOpkins 7-5340 
NORFOLK 
Medical Tower Bldg. + 400 Gresham Drive 
MAdison 5-0561 
RICHMOND 
3425 W. Leigh St. «+ ELgin 9-5059 


a few. And, considering its uncompromising 
G-E quality, this Patrician “package” is re- 
markably low priced. 

Rent the Patrician through the G-E Maxi- 
service® plan that provides the complete in- 
stallation, including maintenance, parts, tubes, 
insurance, local taxes — everything in one 
monthly fee. Get details from your G-E x-ray 
representative listed below. 


Progress /s Our Most Important Product 
GENERAL @@ ELECTRIC 


BRANCHES 
ROANOKE 
515 Norfolk Ave., S.W. * Dlamond 3-6209 


WASHINGTON, D. C. 
Silver Spring, Md., 8710 Georgia Ave., N.W. 
JUniper 9-4355 
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JOURNAL OF MATERIA MEDICA, 


PHARMACEUTIC FORMULARY, 
TO 


MATERIA MEDICA, PRARMACY, CHEMISTRY, 


JOSEPH BATES, M.D, A. HUTOCHING, 
and H. A. TILDEN. 


MAY, 1860. 


PRINTED 
BY TILDEN &, COMPANY, 
umanon, 


FRONTISPIECE OF THE FIRST MATERIA MEDICA. 


Printed in the U.S.A. by the Tilden Company the oldest 


pharmaceutical manufacturing house in America, 
founded in 1824. (A reproduction of this antiquity 
for your personal library is available on request.) 


A OIVISION OF TEXTRON PHARMACEUTICALS, INC 


for respiratory infections 


A triple sulfa formula with antihistamines, bronchodilator 

and expectorant for the patient’s total management. 

Usage: alone, as adjunctive therapy following a course of antibiotics, 
or to prevent secondary bacterial invasion in virus infections. 


FORMULA ADVANTAGE 


Sulfadiazine No serious renal complications-infrequent crystaiiu- 
Sulfamerazine ria, Safer, therapeutic blood levels achieved and main- 
Sulfamethazine tained. Fewer sulfonamide hypersensitivity reactions 


Pyrilamine Maleate These proven antihistamines provide relief of allergic 

Phenyitoloxamine manifestations, thus minimizing the risk of side 
Dihydrogen Citrate effects encountered with single preparations of 
mparabie potency 


Glycery! Guaiacolate This time tested expectorant of choice, has prolonged 
pharmacological action on secretion production 
for that hacking dry cough.” 


Ephedrine Sulfate This bronchodilator potentiated by the antihistamines 
es the much needed symptomatic relief of 
chial spasm, congestion, dyspnea, and wheezing. 


DOSAGE: Children—1 teaspoonful or 2 tablets every 4 hours, or in accordance with body weight. 
Adults—2 teaspoonfuls or 4 tablets every 4 hours, or as determined by the physician. 


FORMULA: 
Sultussin Liquid Sultussin Tablets 
Each teaspoonful (5 cc.) provides Each tablet provides: 
Sulfadiazine 0.166 Sulfadiazine yet 0.083 Gm. 
Sulfamerazine 1 r Sulfamerazine . 0.083 Gm 
Sulfamethaz 0.166 Gm. Sulfamethazine .. 0.083 Gm. 
Pyrilamine Maleate Loe meg Pyrilamine Maleate rk 3.125 mg. 
Phenyit xamine Phenyitoloxamine 

Dihydrogen Citrate ng Dinydrogen Citrate 
Glycery! Guaiacolate f Glycery! Guaiacolate 25.0 mg. 


Ephedrine Sulfate ) mg. Ephedrine Sulfate 2.5 mg. 


WARNING: Constantly supervise patient, as with all sulfonamides, and prescribe high fluid 
intake. Antihistamines may cause drowsiness or other side effects in susceptible individuals. 
Patients should not drive 3 car or operate dangerous machinery while taking this preparation. 
Ephedrine sulfate should be used with caution in the Presence of cardiac disease, hyperten- 
sion or 


CAUTION: Federal law prohibits dispensing without prescription 


SUPPLIED: Liquid in 4 oz. and pint bottles. Tablets, bottles of 50 and 100. 
Available at all pharmacies. 
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THE OLDEST PHARMACEUTICAL MANUFACTURING HOUSE IN AMERICA » FOUNDED 1824 
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TO TREAT 


RESPIRATORY 
INFECTIONS 
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When it’s penicillin-susceptible 
and the patient is not allergic 
Use an orally maximal penicillin 


MAXIPEN 


potassium phenethicillin 
PENICY 


Consistent dependable therapeutic response through 
maximal absorption, maximal serum concentration and 
longer duration of inhibitory antibiotic levels for less 
susceptible organisms. 

Available as Maxipen Tablets, 125 mg. and 250 mg.; 
Maxipen for Oral Solution, 125 mg. per 5 cc. of recon- 


stituted liquid. Literature on request 


When you hesitate to use penicillin 
(eg. possible bacterial resistance or allergic patient) 


You can count on 
® 


triacetyloleandomycin | 


Extends the Gram-positive spectrum of usefulness to 
include many staphylococci resistant to one or more of 
the commonly used antibiotics—narrows the spectrum 
of side effects by avoiding many allergic reactions and 
changes in intestinal bacterial balance. 


Available as Tao Capsules, 250 and 125 mg.; Tao Oral 
Suspension, 125 mg. per 5 cc.; Tao Pediatric Drops, 
100 mg. per cc. of reconstituted liquid; Intramuscular 
or Intravenous as oleandomycin phosphate. Other Tao 
formulations also available: Tao®-AC (Tao, analgesic, 
antihistaminic compound) Tablets; Taomid® (Tao with 
Triple Sulfas) Tablets, Oral Suspension. 


Literature on request 


and for nutritional support VITERRA® vitamins and minerals 
Formulated from Pfizer's line of fine pharmaceutical products 


New York 17, N. Y., Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being™ 
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How to help your patient stick to a 
low calorie diet 


The secret ingredient in a successful diet is acceptance. 
A low calorie diet that lets the patient work out equiva- 
lent variations will win his approval. A too-rigid diet begs 
to be broken. Pictured are dishes any dieter would find 
appetizing: chicken flavored with garlic, fruit-garnished 
gelatin, grapefruit, raw carrot, celery, pepper and radish And a glass of beer 
nibbles. Variations might be broiled fish, simple green i _ snr 
salads. All can be interestingly seasoned, attractively 
served, to keep the patient's enthusiasm from flagging. 


Appetizing diet food gives a patient an incentive. 


United States Brewers Foundation & "5 


For reprints of this and 11 other diet menus, write us at 535 Fifth Avenue, N. Y. 17, N.Y. S ou™ 
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effective, palatable, economical 


CREMOSUXIDINE®[ SULFASUXIDINE® SUCCINYLSULFATHIAZOLE SUSPENSION WITH KAOLIN AND PECTIN] 
reduces fluidity of stools, reduces enteric bacteria, adsorbs toxins, and soothes 
the irritated intestinal mucosa. 

Chocolate-mint flavored...readily accepted by patients of all ages. 


Additional information on CREMOSUXIDINE is available to physicians on request. 


m@o MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


CREMOSUKIDINE AND SULFASUXIDINE ARE TRADEMARKS OF MERCK & CO., INC. 
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..-extraordinarily effective diuretic...” 


Supplied: Naturetin Tablets, 5mg., scored, and 2.5 mg. Naturetin: 


Efficacy and expanding clinical use are making Naturetin the 
diuretic of choice in edema and hypertension. It maintains a 
favorable urinary sodium-potassium excretion ratio, retains a 
balanced electrolyte pattern, and causes a relatively small in- 
crease in the urinary pH.? More potent than other diuretics, 
Naturetin usually provides 18-hour diuretic action with just a 
single 5 mg. tablet per day — economical, once-a-day dosage 
for the patient. Naturetin € K — for added protection in those 
special conditions predisposing to hypokalemia and for patients 
on long-term therapy. 


-Naturetin Naturetin: K 


uibb Benzydrofiumethiazide with Potassium Chio: 


Squibb Benzydrotiumet 


¢ K (5 ¢ 500) Tablets, capsule-shaped, containing 5 mg. ben- 
zydroflumethiazide and 500 mg. potassium chloride. Naturetin 
¢ K (25 € 500) Tablets, capsule-shaped, containing 2.5 mg. 
benzydroflumethiazide and 500 mg. potassium chloride. For com- 
plete information consult package circular or write Professional 
Service Dept., Squibb, 745 Fifth Avenue, New York 22, N. Y 
References: 1. David, N. A.; Porter, G. A., and Gray, R. H.: 
Monographs on Therapy 5:60 (Feb.) 1960. 2. Ford, R. V.: Current 
Therap. Res. 2:92 (Mar.) 1960. 
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How 

do 
Filmtab’ 
coated 
vitamins 
stack 
up? 


Up until the moment we put the coatings on the Optilets® be- 
low, the tablets were all the same. Now, consider the differences. 

The column on the left contains 125 Optilets with a con- 
ventional sugar coating. 

The column on the right—125 Optilets with a Filmtab 
coating. 

How do they stack up? 

Well it’s easy to see that the column on the right is much 
shorter. That’s because the Filmtab coating cuts tablet bulk 
up to 30%. The result is a small, streamlined vitamin that’s 
easy to swallow—the most compact tablet of its kind. 

And when it comes to protecting potency (the main function 
of a coating), the Filmtab is in a class by itself. Sugar coatings, 
by their very nature, are aqueous solutions. Yet every measure 
must be taken to keep moisture out of the vital tablet core, 
necessitating ‘‘seal” coats which also increase bulk. The Filmtab 
operation, on the other hand, is essentially an anhydrous 
procedure. Seal coats are neither used nor needed. The chances 
of moisture being trapped inside the tablet are infinitesimal. 

No chipping or breaking, no vitamin tastes 
or odors, no wasted vitamins—thanks to the 
Filmtab coating. 

Only the Abbott Filmtab offers so much in ABBOTT 
so little. 


Filmtab—Film-sealed Tablets, Abbott. 
© 1960, ABBOTT LABORATORIES 1010314 
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Abbott 
Vitamins 
Stay 

On the 
Table 


MAINTENANCE FORMULAS 


DAYTEENS"™ To help insure optiomal nutrition 
in growing teenagers 


Each Filmtab® represents: 


(5000 units) 1.5 mg. 
(1000 units) 25 mcg. 
Thiamine Mononitrate (B1)................ 2mg. 
Pyridoxine Hydrochloride............... . 0.5 mg. 
Cobalamin (Vitamin Bi2)............ ... 2 mcg. 
Calcium Pantothenate..................... 5 mg. 
Copper (as sulfate).................... 0.15 mg. 
lodine (as calcium iodate).............. 0.1 mg. 
Manganese (as sulfate)................ 0.05 mg. 
Magnesium (as oxide)................. 0.15 mg. 
Calcium (as phosphate)................ 250 mg. 
Phosphorus (as calcium phosphate).... 193 mg. 


In table bottles of 100, bottles of 250 & 1000 


DAYALETS® Extra-potent maintenance formu- 
las, ideal for the nutritionally ‘‘run-down" 


Each Filmtab® represents: 


25 mcg. (1000 units) 
Thiamine Mononitrate.................... 
Pyridoxine Hydrochloride................. 2mg. 
Cobalamin (Vitamin 2 mcg. 
Calcium 5 mg. 


In table bottles of 100, botties of 50, 250 & 1000 


DAYALETS-M® Each Filmtab represents all the 
vitamins of Dayalets plus the following: 


Copper (as sulfate).................. 1 mg. 
lodine (as calcium iodate)............. 0.15 mg. 
Manganese (as sulfate).................... 1 mg. 
Magnesium (as oxide)..................... 5 mg. 
Molybdenum (as sodium molybdate).... 0.2 mg. 


In table bottles of 100 & 250, bottles of 1000 


...1n attractive daily-reminder table-bottles 


THERAPEUTIC FORMULAS 


OPTILETS® Therapeutic formulas for more 
severe deficiencies—illness, infection, etc. 


Each Filmtab® represents: 


25 mcg. (1000 units) 
Thiamine Hydrochloride................. 10 mg. 
Pyridoxine Hydrochloride................. 5 mg. 
Cobalamin (Vitamin Biz) ............... 6 mcg 
Calcium Pantothenate................... 20 mg. 


In table bottles of 30 & 100, bottles of 1000 


OPTILETS-M® Each Filmtab represents all the 
vitamins of Optilets plus the following: 


lodine (as calcium iodate)............. 0.15 mg. 
Cobalt (es Sullate): 0.1 mg. 
Manganese (as sulfate)............ 1 mg. 
Magnesium (as 5 mg. 


Molybdenum (as sodium molybdate).... 0.2 mg. 
In table bottles of 30 & 100, bottles of 1000 


SUR-BEX® WITH C Therapeutic B-complex 
with C, for convalescence, stress, post-surgery. 


Each Filmtab® represents: 


Thiamine Mononitrate..................... 6 mg. 
Pyridoxine Hydrochloride.............. 2.6mg. 
Cobalamin (Vitamin Bi2)................ 2 mcg. 
Calcium Pantothenate................... 10 mg. 
Desiccated Liver, ces 150 mg. 
Liver Fraction 150 mg. 
Grower's Youst 150 mg. 


In table bottles of 60, botties of 100, 500 & 1000 


ABBOTT 


TABLE BOTTLES AT NO EXTRA COST 


VITAMINS BY ABBOTT 


@FILMTAB— FILM-SEALED TABLETS, ABBOTT 
©1960, ABBOTT LABORATORIES 
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patient 
unhappily 
overweight? 


minimize care and eliminate despair with 


brand Methamphetamine Hydrochloride 
Controls food craving, keeps the reducer happy —!n obesity, ‘‘our drug of choice has 
been methedrine . . . because it produces the same central effect with about one- 
half the dose required with plain amphetamine, because the effect is more pro- 
longed, and because undesirable peripheral effects are significantly minimized 
or entirely absent.’'' Literature available on request. 
Supplied: Tablets 5 mg., scored. Bottles of 100 and 1000. 
' Douglas, H. S.: West. J. Surg. 59:238 (May) 1951. 


ki Bra BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York 
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SQUIBB VITAMINS FOR THERAPY 


For your patients with infections or other illnesses 
who need therapeutic vitamin support. Each 


Theragran supplies the essential vitamins 1n truly 
therapeutic amounts: 


ViaminA ....... Unis 


Niacmamide ...... 100 mg. 
Pyridoxine Hydrochloride... .... . Omg. 
Calcium Pantothenate .20 mg 


Vircinta Mepicat MONTHLY 


SQUIBB i} Squibb Quality—the Priceless Ingredient 
y ‘Theragran’® is a Squibb trademark 
| 2% 


@@nutrition...present as a modifying or complicat- 


ing factor in nearly every illness or disease state9® 


1. Youmans, J. B.: Am. J. Med. 25:659 (Nov.) 1958 


cardiac diseases “Who can say, for example, whether the patient chronically 
ill with myocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 


996 
disease. 2 2. Kampmeier, R. H.: Am. J. Med. 25:662 (Nov.) 1958 


arthritis “It is our practice to prescribe a multiple vitamin preparation to patients 


with rheumatoid arthritis simply to insure nutritional adequacy . . .’”* 
3. Fernandez-Herlihy, L: Lahey Clinic Bull. 11:12 (July-Sept.) 1958 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 


monly observed in patients on peptic ulcer diets.* Daily administration of therapeutic 


vitamins to patients with hepatitis and cirrhosis is recommended by the National 


3] 5 4. Sebreli, W.H.: Am. J. Med. 25:673 (Nov.) 1958. 5. Pollack, H., and Halpern, S. L.: Therapeutic Nutrition, 
Research Council. National Academy of Sciences and National Research Council, Washington, D. C., 1952, p. 57 


degenerative disease S “Studies by Wexberg, Jolliffe and others have indi- 
cated that many of the symptoms attributed in the past to senility or to cerebral arterio- 
sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 


e 
American adult. . 6. Overholser, W., and Fong. T.C.C. in Stieglitz, E. J.: Geriatric Medicine, 3rd edition, J. B. Lippincott, Philadelphia, 1954, p. 264 


infectious diseases Infections cause a lowering of ascorbic acid levels in the 


plasma; and the absorption of this vitamin is reduced in diarrheal states." 7. coidsmith, 6 a 


Conference on Vitamin C. The New York Academy of Sciences, New York City, Oct. 7 and 8, 1960. Reported in: Medical Science 8:772 (Dec.10) 1960 


diabetes Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.* “Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet. ...There is some evidence of 


interference with normal riboflavin utilization during catabolic episodes.’”® 
8. Duncan G.G.: Diseases of Metabolism 4th edition W.B. Saunders, Philadelphia, 1959, p. 812. 9. Pollack, H.: Am. J. Med. 25:708 (Nov.) 1958. 


FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF. 
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a new diuretic 
with an 
unsurpassed 
faculty for 

salt excretion 


Robins’ new NaClex is a potent, oral, non-mercurial 
diuretic that reduces edema by applying the basic 
principle that “increased urine volume and loss of body 
weight are proportional to and the osmotic consequences 
of loss of ions.”! NaClex limits the reabsorption of 
sodium and chloride ions in the renal proximal tubules 
with a relative sparing of potassium. The body’s homeo- 
static mechanism responds by increasing the excretion 
of excess extracellular water. Thus the NaClex-induced 
removal of salt leads to a reduction of edema. 


a unique chemical structure: 

NaClex (benzthiazide) is a new molecule which provides 
a “pronounced increase in diuretic potency”? over its 
antecedent sulfonamide compound. On a practical, 
clinical basis it is unsurpassed in diuretic potency. 


28 


NaClex produces diuresis, weight loss, and symptomatic 
improvement in edema associated with various condi- 
tions. It also has antihypertensive properties and may 
be used alone in mild hypertension or with other anti- 
hypertensive drugs in severer cases. 


Available in 50 mg. tablets. Literature on request. Sold in 
Canada under the tradename EXNA. 1. Pitts, R. F., Am. 7. 
Med., 24:745, 1958.2. Ford, R. V., Cur. Ther. Res., 2:51, 1960. 


A. H. ROBINS CO., INC., RICHMOND, 20, VA. 


NaClex 


Vircinia MepicaL MONTHLY 


: 
4 
: 
= 
see 


low-back patient 
8 back on the payroll 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity, fast! 


HOW SOMA HELPS: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 
in days instead of weeks. 


Kestler reports in controlled study: Average 
time for restoring patients to full activity: with 
Soma, 11.5 days; without Soma, 41 days. (J.A. 
M.A. Vol. 172, No. 18, April 30, 1960.) 


Soma is notably safe. Side effects are rare. Drow- ® (carisoprodol, Wallace) 
siness may occur, but usually only in higher dosages. (7 Wallace Laboratories, Cranbury, New Jerse 
Soma is available in 350 mg. tablets. USUAL DOSAGE: bad ‘ mA y 
1 TABLET Q.I.D. 
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: The muscle relaxant with an independent pain-relieving action : 
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‘rapid, maximum recovery assured... because 
| me Prolonged high blood and tissue levels of tri 


worry- therapy...safer, because hig 
urine solubility that makes risk of crystalluria virtu 
egligible. As specific as antibiotics in many 


oniliasis, gastric upsets, bacterial resistance, 
ensitivity, blood dyscrasia, etc. reduced 


the candy-like flavor of Tri-Suifanyl 
infants, children, women, all patients. 


economical far less than brows 
itibiotics ... more effective them sult 


5 cc. of Tri-Sulfanyl syrup 
pprox. one teaspoonful) or each table 
contains 7% of sulfa 

ulfadiazine 


laboratories 
division of U.S. Vitamin Corporation — 


nd new literature on request. 4 

250 East 43rd St., New York 4 


are life-saving devices as surely as parachutes. 


Irvin Auto Seat Belts are made by the Irvin Air Chute 
Company, world’s oldest and largest manufacturer of 
parachutes and other survival equipment. Irvin Seat 
xe a we Belts are check-rated by Consumers’ Union and approved 


by the Society of Automotive Engineers. 
In the opinion of the American Medical Association, more than 10,000 lives could have been saved in 1960 if the 
occupants of the cars involved in accidents had been wearing seat belts. Convinced of the value of seat belts, and 
dismayed by their lack of public acceptance, the A.M.A. in 1958 joined the National Safety Council and the U.S. 
Public Health Service in a campaign to sell the seat belt concept. A.M.A. participation in the project was sug- 


gested by its Committee on Medical Aspects of Automobile Injuries and Death, a group firmly sold on the im- 
portance of such belts in injury reduction. Smart drivers use seat belts . . . how about you? 


SPECIAL DOCTORS 


' Amputate and Mail 
Reg $10 95 Mail To: GIG HENDERSON AGENCY MEDICAL DISCOUNT 


SEAT BELTS 
for 
6.75 


Including 
Fed. Tax and 
Shipping 


Please Ship To: NAME 


ADDRESS. 


CITY & STATE 


The following Irvin Auto Seat Belts: 
(Indicate number by color desired) 


BROWN__ FAWN__ BLUE__ GREEN. GREY__ BLACK__ 
ROYAL BLUE__ MAROON_ FLAME RED__ 
| understand that, as a reader of the Journal, | am eligible for the special 


discount price of $6.75 ea. for the regular $10.95 Irvin Auto Seat 
Belt. 


Signed 


Amount Enclosed $ 
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UNSURPASSED “GENERAL-PURPOSE” CORTICOSTEROID... 


Aristocort 


Triamcinolone LEDERLE 


OUTSTANDING FOR “SPECIAL-PURPOSE” THERAPY 


4 
2 


Aristo 


unsurpassed efficacy and relative safety in the therapy of rheumatoid arthritis, 
inflammatory and allergic dermatoses, bronchial asthma, and all other condi- 
tions in which corticosteroids are indicated. But ARISTOCORT has also opened up 
new areas of therapy for selected patients who otherwise could not be given corti- 
costeroids. Medicine is now in an era of “‘special-purpose”’ steroids.' 


One outstanding advantage of triam- 
cinolone is that it rarely produces 
edema and sodium retention.': 


The clinical importance of this prop- 
erty cannot be overemphasized in 
treating certain types of patients. 
McGavack and associates® have 
reported the beneficial results with 
ARISTOCORT in patients with existing 
or impending cardiac failure, and those 
with obesity associated with lymph- 
edema. Triamcinolone, in contrast to 
most other steroids, is not contraindi- 
cated in the presence of edema or 
impending cardiac decompensation.® 


Hollander’ points out the superiority 
of triamcinolone in not causing mental 
stimulation, increased appetite and 
weight gain, compared to other steroids 
which produce these effects in varying 


degrees. And McGavack,? in a compar- 
ative tabulation of steroid side effects, 
indicates that triamcinolone does not 
produce the increased appetite, insom- 
nia, and psychic disturbances associ- 
ated with other newer steroids. 


ARISTOCORT can thus be advantageous 
for patients requiring corticosteroids 
whose appetites should not be stimu- 
lated, and for those who are already 
overweight or should not gain weight. 
Likewise, ARISTOCORT is suitable for 
the many patients with emotional and 
nervous disorders who should not be 
subjected to psychic stimulation. Fur- 
thermore, ARISTOCORT Triamcinolone, 
in effective doses, showed a low inci- 
dence of side reactions and is a steroid 
of choice for treating the older patient 
in whom salt and water retention may 
cause serious damage.? 


References: 1. Hollander, J. L.: J.A.M.A.172:306 (Jan. 23) 1960. 2. McGavack, 
T.H.: Nebraska M. J. 44:377 ( Aug.) 1959. 3. McGavack, T. H.; Kao, K. Y. T.; 
Leake, D. A.; Bauer, H. G., and Berger, H. E.: Am. J. M. Sc. 236:720 (Dec.) 
1958. 

Precautions: Collateral hormonal effects generally associated with cortico- 
steroids may be induced. These include Cushingoid manifestations and muscle 
weakness. However, sodium ard potassium retention, edema, weight gain, 
psychic aberration and hypertension are exceedingly rare. Dosage should be 
individualized and kept at the lowest level needed to control symptoms. It 
should not exceed 36 mg. daily without potassium supplementation. Drug 
should not be withdrawn abruptly. Contraindicated in herpes simplex and 
chicken pox. 

Supplied: Scored tablets—1 mg. (yellow); 2 mg. (pink); 4 mg. (white); 

16 mg. (white). 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Pain Reliever 


Professional confidence in the uniformity, 
potency and purity of Bayer Aspirin is evi- 
denced by ever increasing recommendation. 
Today Bayer Aspirin is the most widely 
accepted brand of analgesic in the world. 

We welcome your requests for samples 
of Bayer Aspirin and Flavored Bayer Aspirin 
for Children. 


THE BAYER COMPANY. DIVISION OF STERLING DRUG INC., 1450 BROADWAY, NEW YORK 18, N.Y. 


VirGINIA MepicaL MoNTHLY 


» 
— 
IRIN 
| 36 


for the patient who is 


coughing his head off 


in upper respiratory infections 


HASACODE 


* Quiets the overactive cough reflex 
* Relieves aches and fever 

* Sedates the anxious patient 

* Handy tablet form 


COMPOSITION: Each tablet contains: 


Acetylsalicylic Acid................ 2% grains 
Acetophenetidin (Phenacetin)....... 2% grains 
Codeine Phosphate.................. % grain 
Hyoscyamus Alkaloids.............. 0337 mg. 


DOSE: One or two tablets every 3 or 4 hours, as 
required. Not more than 8 tablets should be taken 
in 24 hours. WARNING: may be habit forming. 


also HASACODE “STRONG” 


Same formula as HASACODE, but with % grain 
codeine phosphate. For use where relief of pain 
is the primary target. DOSE: As for HASACODE. 


And for relief of less severe 
type of respiratory infection: 
HASAMAL® 


Same formula as HASACODE, but without codeine 
phosphate. DOSE: As for HASACODE. 


SUPPLIED: All forms available in bottles of 100 
and 500 tablets. 


CHARLES C, & COMPANY 


Richmond, Virginia 
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IN COLDS AND SINUSITIS— 


THE RIGHT AMOUNT OF “INNER SPACE” 
RIGHT AWAY Neo-Synephrine hydrochloride relieves the bogey 


feeling of colds immediately and safely, without 
causing systemic toxicity or chemical harm to nasal 
membranes. Turbinates shrink, sinus ostia open, 
ventilation and drainage resume, and mouth-breath- 
ing is no longer necessary. 


Gentle Neo-Synephrine shrinks nasal membranes 
for from two to three hours without stinging or 
harming delicate respiratory tissues. Post-thera- 
peutic turgescence is minimal. Neo-Synephrine does 
not lose its effectiveness with repeated applications 
nor does it cause central nervous stimulation, jitters, 


insomnia or tachycardia. 
(Ii LABORATORIES Neo-Synephrine solutions and sprays produce shrink- 


New York 18, N.Y. age of tissue without interfering with ciliary activity 


or the protective mucous blanket. 
® For wide latitude of effective and safe treatment, 
Neo-Synephrine hydrochloride is available in nasal 
(Brand of phenylephrine hydrochloride) sprays for adults and children; in solutions from 
hydrochloride 1%4% to 1%; and in aromatic solution and water 


NASAL SOLUTIONS AND SPRAYS soluble jelly. 
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when the need 
for iron is acute... 


inject. 


(Brand of dextriferrcn) 


intravenously 


Write for literature and professiona! sample 


ASTRA PHARMACEUTICAL PRODUCTS, INC. 
Worcester, Mass., U.S.A. 
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COVANAMINE’S combination of two antihistamines and two 
decongestants—shrinks swollen turbinates—opens blocked 
ostia— promotes drainage —reestablishes patency—in the 
treatment of common colds, rhinitis, sinusitis, nasal allergies 
and post nasal drip. 


Constant therapeutic levels are maintained by COVANAMINE’S 
Sustained Action Tablets which meter out the active ingredi- 
ents ... with minimal side effects, !ess drowsiness. 


Also available as Black Cherry Flavored COVANAMINE 
LIQUID; COVANAMINE EXPECTORANT provides the liquid 
formula plus glyceryl guaiacolate. 


Each Sustained Action (continuous release) COVANAMINE tablet contains: 
phenylephrine HCI 15 mg., phenylpropanolamine HCI 25 mg., Chlorpheniramine 
maleate 4 mg., and pyrilamine maleate 25 mg. 

COVANAMINE LIQUID provides % the tablet formula in each 5 ml. teaspoon. 
COVANAMINE EXPECTORANT provides the liquid formula plus glyceryl guaiaco- 
late 100 mg. per teaspoon. 

Dosage: Tablets: Adults—1 tablet (swallowed without chewing) morning, mid-after- 
noon and at bedtime; Children, 6 to 12 years—% tablet. Liquid and Expectorant: 
Adults—2 teaspoonfuls every four hours. Children 6 to 12 years—1 teaspoonful 


every four hours; 1 to 6 years—%2 teaspoonful every four hours; under 1 year— 
Y% teaspoonful every four hours. 


VANPELT AND BROWN, INC. Richmond, Virginia 
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PABALATE 


potentiating nonsteroid antirheumatics 


“superior to aspirin”? and with a “higher ‘therapeutic index’”?! 


When sodium should be aveided— 
PABALATE-SODIUM FREE 
When conservative steroid therapy is indicated— 


PABALATE-HC 


Pabalate with Hydrocortisone 


1. Barden, F. W., et al.: J. Maine M. A. 46:99, 1955. 
2. Ford, R.A., and Blanchard, K.: Journal-Lancet 78:185, 1958. 


A. H. ROBINS COMPANY, INC., RICHMOND 20, VIRGINIA 


In each yellow enteric-coated 
PABALATE (tablet: 


Sodium salicylate (5 gr.) 
0.3 Gm. 

Sodium para-aminobenzoate 
(5 gr.) 0.3 Gm. 

Ascorbic acid...... 50.0 mg. 


In each pink enteric-coated 
PABALATE-SODIUM FREE 
tablet: 


Same formula as PABALATE, 
with sodium salts replaced by 
potassium salts. 


In each light blue enteric-coated 
PABALATE-HC fablet: 


Same formula as PABALATE- 
SODIUM FREE, plus hydrocor- 
tisone (alcohol) . . . 2.5 mg. 


Making today’s medicines with 
integrity... seeking tomorrow’s 
with persistence. 
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See 
both blood picture 
and patient respond to 


TRINSICON’ 


(hematinic concentrate with intrinsic factor, Lilly) 


For a rapid hematological response 
. . . striking clinical improvement 


Two Pulvules® Trinsicon daily are capable of 
producing in ten days an Hb and RBC re- 
sponse comparable to that obtained after a 
transfusion of one pint of whole blood. For 
potent, complete anemia therapy, prescribe 
Trinsicon ... just 2 a day for all treatable anemias. 


Two Pulvules Trinsicon (daily dose) provide: 


Special Liver-Stomach Concentrate, Lilly 
(containing Intrinsic Factor) . . . . 300 mg. 


Vitamin By. with Intrinsic Factor 
Concentrate, N.F.. . . . . 1 .N.F. unit (oral) 
Cobalamin Concentrate, N.F., equivalent 


to Cobalamin. ... 
(The above three ingredients are clinically equiva- 
lent to 114 N.F. units of APA potency.) 


Ferrous Sulfate, Anhydrous. . . . . . 600 mg. 
(Equal to over 1 Gm. Ferrous Sulfate, U.S.P.) 


Ascorbic Acid (Vitamin C) . . . . . . 150 mg. 
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Guest Editorial... . 


The Aerosol Bomb in Contemporary Thought 


N THE SOCIAL and economic upheaval of these troubled times, the 

informed observer cannot fail to see a disheartening paradox. It brings 
to mind the imaginary picture of a well-intentioned and compassionate 
motorist who comes on the scene of a highway accident and offers to rush 
one of the victims to the nearest hospital in his car. With single-minded 
solicitude for the object of his mission of mercy, he races along, oblivious 
to the damage or destruction he may inflict on those in his path and, 
finally, unable to control the vehicle, he crashes into an abutment and kills 
both himself and his injured passenger. 


The comparison may seem absurd or exaggerated, yet to many students 
of the contemporary scene it is neither. The unhappy sequence with the 
injured man and his zealous rescuer might have consumed twenty min- 
utes. The course of social, economic and political events must be measured 
in years. However commendable their motives may be, the spectacle of 
impatient reformers inexorably destroying the very things that they seek 
to preserve is the tragic paradox of our time. Serious students of the 
trends of today and of recent history who seek to restrain the headlong 
course of impatient reform, and to direct its course into less destructive 
channels are distinctly unpopular. They are angrily accused of guileful 
self-interest, and the vile epithet, “reactionary” is hurled at them from 
all sides. To be called a reactionary is by itself enough, in most of the 
present public mind, to dismiss, without a hearing, anything that such a 
person may have to say. 


This last is especially true if considered attention to his words requires 
even a modest personal effort. It is so much easier to repeat, with an air 
of having originated them after profound intellectual exertion, the cliches 
and slogans of a generation of social psychologists and economic slight- 
of-hand artists. That ingenious modern gadget, the “aerosol bomb” that 
makes almost anything quick and easy has, figuratively speaking, become 
the principal medium of public education in this vital field. Much, if 
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not most of popular social, economic and political thought is dispensed 
in this way. It is carefully compounded to serve some immediate material 
purpose, attractively packaged, adroitly advertised, and is quickly and 
easily consumed just by pressing the button on top of the can! More of 
the same is cheap, and easy to get. 


One unhappy result of preoccupation with this frothy mixture is that 
the voice of reason and judgment and of informed concern for the sur- 
vival of freedom in the world, is lost in the lather and spray. One such 
voice, with no political axe to grind, no possible suspicion of self-interest, 
and no jockeying for position in the public eye, has stated the case for 
freedom, has analyzed the forces (both selfish and ingenuous) that are 
destroying it, and has charted a vigorous approach to its restoration; yet 
few have been privileged to hear it. 


The essential purpose of an editorial is to invite the attention of its 
readers to events of interest and importance. Physicians are all too prone 
to look upon the growing specter of socialized medicine as the only aspect 
of the current upheaval that should or does concern them. Their position 
is seriously undermined by this restricted view because it is so easy to dis- 
miss it as mere protective self-interest. 


The issues are much broader than that and it behooves physicians, as 
it does all others, to be well informed about the problem as a whole. The 
event to which this editorial wishes to invite notice is a book entitled 
“The Constitution of Liberty”.* Its author is Friedrich Hayek, an econ- 
omist of acknowledged authority and a professor of social and moral 
science at the University of Chicago. Its four hundred pages cannot be 
distilled and concentrated, or dispensed as aerosol spray. It would do both 
the book and the reader an injustice to attempt a condensation or to select 
a few apt quotations. While Professor Hayek touches relatively briefly 
(though pungently) on socialized medicine, it is as only one aspect of 
the more comprehensive and destructive trends in social and political 
philosophy that he discusses with such unemotional brilliance and vivid- 
ness. A stimulating experience awaits anyone who will take the time to 
read his book with the attention it deserves. It is a major contribution to 
contemporary thought, that is valid for every free nation of the world 
and especially for this nation to which so many look for leadership in 
the preservation of freedom. 


C. MarsHa.t Jr., M.D. 


* The University of Chicago Press 1960. 


Editor’s Note: Dr. Lee is Assistant Medical Director of the John Hancock Mutual 
Life Insurance Company, Boston, Massachusetts. 
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Erythrocillin in the Treatment of Infections Due 
to Staphylococcus Aureus 


Erythrocillin, a mixture of ery- 
thromycin and penicillin, is used 
in the treatment of staphylococcus 


infections. Excellent results are 


reported. 


Y COLLEAGUES and I' recently have 

reported some experimental studies that 
deal with the combined use of propionyl 
erythromycin and penicillin against Staphy- 
lococcus aureus isolated from several hun- 
dred patients under observation. We found 
a rather surprising enhancement between 
propionyl erythromycin and penicillin when 
equal amounts of those two antibiotics were 
used in combination. To this combination, 
consisting of equal parts of propionyl ery- 
thromycin and penicillin, we have ascribed 
the name “erythrocillin”. 


Experimental Studies 


All strains of coagulase-positive Staphy- 
lococcus aureus that were isolated during the 
period of study were collected and phage 
typed. These organisms were tested against 
penicillin, streptomycin, novobiocin, vanco- 
mycin, oxytetracycline and propionyl ery- 
thromycin. Antibiotic sensitivity tests were 
carried out on blood agar streak plates con- 
taining serial twofold dilutions of the anti- 
biotics. Trypticase soy agar (pH 7.3) was 


Presented at annual meeting of The Medical Society 
of Virginia, Virginia Beach, Virginia, October 11, 
1960. 

These studies were made possible by a grant from 
Eli Lilly and Company. 
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WALLACE E. HERRELL, M.D. 
Lexington, Kentucky 


the base medium used, and to this was added 
4 per cent defibrinated human blood. Plates 
containing penicillin and oxytetracycline 
were made up fresh the day of use; those 
containing novobiocin, vancomycin, pro- 
pionyl erythromycin and dihydrostreptomy- 
cin were used within 24 hours after they had 
been poured. At the time of inoculation, 
plates were sectioned with a wax pencil so 
that six organisms could be streaked on each 
plate. The inoculum used consisted of one 
loopful (3 mm. diameter) from a 24-hour 
broth culture of heavy growth, being trans- 
ferred to 5 cc. of broth. This was mixed well 
and then one loopful from this tube was 
used to streak on the blood agar plate. The 
inoculum used consisted of 500,000 to 750,- 
000 organisms. Plates then were incubated 
for 20 to 24 hours at 37° C. The lowest 
antibiotic concentration showing no growth 
was recorded as the end-point. Plates con- 
taining combinations of antibiotics were 
prepared in the same manner as described 
above, except that two antibiotics in equal 
quantities were incorporated in the media. 


Results 


To date, sensitivity tests on 600 strains of 
Staphylococcus aureus have been made. The 
results of the sensitivity tests are shown in 
tables 1 and 2. An organism was considered 
to be sensitive if it required 3.125 mcg. or 
less per milliliter to inhibit. From examina- 
tion of the data, it is evident that practically 
all (99.8 per cent) strains of Staphylococcus 
aureus isolated were sensitive to vancomycin. 
Likewise, all but a few strains (95.0 per 
cent) were sensitive to novobiocin. Although 
both vancomycin and novobiocin are highly 
active against most strains of Staphylococcus 
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aureus, the use of these antibiotics is asso- 
ciated with a certain well established inci- 
dence of toxicity. Moreover, at the present 


TABLE 1 


Antipiotic Sensitiviry Tests on 600 Srrains 
oF STaPHYLOcoccus AUREUS 


1 
| 


1000 | 100 | 6.25 | 3.125 
) 


| 
Antibiotic | or | to to or 

| More | 500 | 50 | Less 

| 
Penicillin | 45 218 | 337 
Dihydrostreptomycin | | 261 | 104 | 235 
Vancomycin 
Oxytetracycline 1 | 234 27 338 
Propiony! erythromycin | 98 4 1 502 


TABLE 2 


Aureus (600 


Antibiotic | Resistant | Sensitive* 
Penicillin 43.8% 56.2% 
Dihydrostreptomyein 60 8° | 39.2% 
Novobiccin 5.0% | 95.0% 
Vancomycin 0.2% | 9.8% 
Oxytetracycline 43.7% 56.3% 
Propionyl erythromycin | 16.3% 83.7% 


_*Growth inhibited by 3.125 or less meg. or units per 
milliliter. 


time vancomycin can be administered only 
by the parenteral route. Further examina- 
tion of the data in table 2 reveals that in our 
laboratory erythromycin has retained its ef- 
fectiveness in 83.7 per cent of strains of 
Staphylococcus aureus isolated. The fact 
remains, however, that the remaining 16.3 
per cent of strains are resistant to propiony] 
erythromycin. Therefore, we directed our 
attention to a study of 87 strains of Staphy- 
lococcus aureus that were found to be re- 
sistant to greater than 1,000 mcg. of pro- 
pionyl erythromycin per milliliter. 

We have been impressed by the fact that 
resistance and sensitivity to propionyl ery- 
thromycin both appear to follow an almost 
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“all-or-none” pattern. Of the 600 strains of 
Staphylococcus aureus tested, 495 required 
0.39 mcg. per milliliter or less to inhibit, 
three strains required 0.78 mcg., one strain 
required 1.56 mcg., and three strains re- 
quired 3.125 mcg. per milliliter. Of 98 
strains of Staphylococcus aureus that were 
considered resistant to propionyl erythromy- 
cin, 93 required 1,000 mcg. or more of this 
antibiotic per milliliter to inhibit, three 
strains required 500 mcg., one strain required 
250 mcg., and one strain required 25 mcg. 
per milliliter to inhibit. 

As stated above, we turned our interest to 
a study of the effectiveness of various com- 
binations of antibiotics against the propiony] 
erythromycin-resistant staphylococci. 

The 87 strains of Staphylococcus aureus 
that were resistant to both propiony! ery- 
thromycin and penicillin were tested against 
a combination of equal parts of propiony]l 
erythromycin and penicillin. The results of 
these studies are shown in table 3. All 87 


TABLE 3 


ANTIBIOTIC REQUIREMENTS TO INHIBIT GROWTH OF 
87 STRAINS OF STAPHYLOCOCCUS AUREUS 


| Number of 


Strains of 


Amount of Antibiotic Required Staph. 
Aureus 
Propiony! erythromycin > 1000 87 
(meg./ml.) 
> 100 30 
50 35 
Penicillin - -— 
(units/ml.) 25 14 
12.5 
50 
| 
6.25 | 3 
Propionyl erythromycin 
and penicillin combined 3.125 | 4) 
(meg. and units of each/ml.) 
1.56 31 
<0.78 2 


strains required greater than 1,000 mcg. of 
propiony] erythromycin per milliliter to in- 
hibit. The amount of penicillin required to 
inhibit was greater than 100 units per milli- 
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liter for 30 strains, 50 units for 35 strains, 
25 units for 14 strains, and 12.5 units per 
milliliter for eight strains. 

When these organisms were studied by the 
same technic described above, using a com- 
bination of equal parts of propionyl ery- 
thromycin and penicillin, 82 of the 87 strains 
were completely inhibited by 3.125 mcg. and 
units or less of the two antibiotics. Three 
strains were completely inhibited by 6.25 
mcg. and units of the two antibiotics. Only 
2 strains of Staphylococcus aureus required 
50 mcg. and units of the two antibiotics per 
milliliter to inhibit. (See table 3.) Thus, 
a combination of propionyl erythromycin 
and penicillin in amounts that are easily at- 
tainable in the serum of patients using or- 
dinary therapeutic doses of these antibiotics 
was found to be bactericidal for 85 of 87 
strains of Staphylococcus aureus tested. This 
actually means that only two of 600 strains 
could not be inhibited with this combination 
of antibiotics. 

In view of the rather striking evidence 
suggesting that a combination of propionyl 
erythromycin and penicillin was bactericidal 
for strains of Staphylococcus aureus known 
to be highly resistant to each of these anti- 
biotics, it seemed appropriate to determine 
whether the serum of patients receiving this 
combination of antibiotics would show this 
effect. Studies were carried out using the 


tube dilution method to determine the anti- 
bacterial activity of serum of patients who 
were receiving penicillin alone or propionyl 
erythromycin alone or both of these anti- 
biotics simultaneously. The serum of these 
patients was inoculated with resistant strains 
of Staphylococcus aureus and read after 22 
to 24 hours incubation at 37° C. The final 
volume in each tube prior to incubation was 
1.0 ml. The first tube contained undiluted 
serum. Subsequent dilutions of 1:2, 1:4, et 
cetera, were made by adding broth. An or- 
ganism control and serum control were run 
with each test. The size of the inoculum was 
identical to that used for the plate method 
described above. The undiluted serum and 
the dilutions that were read as clear were 
subcultured on blood agar plates. 

In this series of experiments the patients 
received two capsules of erythrocillin every 
six hours by the oral route. Each capsule 
contained 125 mg. of propionyl erythromy- 
cin and 125 mg. of V-Cillin K. After the 
patient had received multiple doses of 500 
mg. of erythrocillin every six hours, serum 
was obtained one to two hours after the last 
dose and the serum was tested for antibac- 
terial activity against strains of Staphylo- 
coccus aureus that had been found resistant 
to both antibiotics. The results of this study 
are shown in table 4. It is evident from ex- 
amination of the data that good growth 


TABLE 4 


SeruM INHIBITION OF PROPIONYL ERYTHROMYCIN-RESISTANT 
STaPHyLococcus AUREUS 


Staph. 
Aureus 
Strain 


Anti- 


Case biotic* 


Control 


#164 | Growth 


+ 464 ( h 
#464 | Growth 
Growth 

P&PE 

| P& PE. 
| 


Growth 
| Growth 


Growth 


| Growth 
( 
Growth 
| Growth 


No growth 


| 
| 
| 


Undiluted 14 


Growth Growth 


Growth Growth 


Growth Growth 


Growth Growth 


Few colonies | Growth 


Few colonies | Growth 


No growth 


No growth 


| 1 colony 38 colonies 


*PE = propiony! erythromycin; 
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P = penicillin. 


ne 
| Serum 
| | 
2 
4 | 
5 | 
6 
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occurred in the undiluted serum of patients 
receiving penicillin or propionyl erythromy- 
cin alone. The undiluted serum of all three 
patients who received the combination of 
these two antibiotics was found to be bac- 
tericidal for strains of Staphylococcus aureus 
that were highly resistant to either antibiotic 
used alone. In the serum diluted 1:2, a bac- 
teriostatic effect was noted in all three. In 
one instance a bacteriostatic effect was noted 
in the serum diluted 1:4. These studies 
seemed to amply justify clinical trials of 
erythrocillin in the treatment of infections 
owing to Staphylococcus aureus. 


Clinical Studies 


To date, we have used the combinations of 
propionyl erythromycin and V-Cillin K 
(erythrocillin) in the treatment of 21 pa- 
tients suffering with moderately severe to 


TABLE 5 


ERYTHROCILLIN—FURUNCULOSIS AND CARBUNCLES 


the results of treatment, the conditions 
treated have been separated into three 
groups: (1) Furunculosis and carbuncles, 
(2) abscesses and cellulitis, and (3) miscel- 
laneous infections. 

Furunculosis and carbuncles—The eight 
patients in this group were suffering with 
single or multiple—and, in many instances, 
recurrent—furuncles and carbuncles. The 
results of treatment are shown in table 5. 
The ages of the patients in this group varied 
between six and 75 years. The average daily 
dose of erythrocillin was 2 gm. The dura- 
tion of treatment varied with the severity of 
the lesion and the response. The longest pe- 
riod of treatment was 17 days and the short- 
est, six days. The results were considered 
good or excellent in all eight cases. 

Abscesses and cellulitis—In seven patients 
treated with erythrocillin the diagnosis was 


Location Average 
Case - Age of | Daily 
Lesion Dose 
1 16 Hand and thigh | 2 gm. 
Scalp, eye, | 
2 63 thigh and| 2gm 
scrotum | 
3 59 Arm | 2gm 
4 30 Finger and 2 gm 
back 
5 | 6 Knee | 2 gm 
6 75 Chest wall | 2 gm 
7 | 29 Thigh and| 2gm. 
popliteal area | 
8 | 32 Hand | 2gm. 


Number 
of Days Result 
Treated 
6 Completely healed by fourth day. 
Multiple furuncles and carbuncles 
17 of nine months’ duration. All 
healed by eleventh day. 
14 Completely recovered. 
Furuncle healed on sixth day; car- 
10 buncle on ninth day. Excellent 
response. 
6 Complete resolution of carbuncle 
and associated cellulitis in 3 days. 
10 Complete recovery. 
Furuncle cleared on fourth day. 
15 Popliteal lesion drained surgically 
and healed. 
6 Lesion completely healed on fourth 
day. 


severe staphylococcal infections. The aver- 
age daily dose used was 2 gm., administered 
in amounts of 2 capsules (500 mg.) of ery- 
throcillin every six hours by the oral route. 
The duration of treatment varied, depending 
on the severity of the infection, from five 
to 17 days. For the purpose of analyzing 
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either abscess or abscess with cellulitis. In 
table 6 the results are summarized. The aver- 
age daily dose of the antibiotic combination 
in this group was 2 gm. per day. The dura- 
tion of treatment varied from five to eight 
days. It is obvious that this type of lesion 
does not require as prolonged treatment as 
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was often necessary in the group of patients 
suffering with recurrent and multiple fu- 
runcles and carbuncles. In all seven patients 
the clinical response was considered excellent 
and complete recovery occurred. 
Miscellaneous infections—There were six 
patients treated in the group of miscellane- 
ous infections owing to Staphylococcus 
aureus. The results of treatment are sum- 
marized in table 7. One of these patients 


TABLE 6 


ERYTHROCILLIN— ABSCESSES AND CELLULITIS 


erythromycin (Ilosone). His temperature 
ranged between 100° and 103° F. daily. 
Within 12 hours after treatment with ery- 
throcillin was begun, his temperature reached 
normal, and complete recovery occurred. 
Another example of an overwhelming sta- 
phylococcal infection in which a gratifying 
result was obtained was case 6. In fact, this 
patient was the first treated with the com- 
bination of propionyl erythromycin and 


Location 
Case Age of Daily 
Lesion Dose 


1 16 Labia 2 gm. 


2 75 | Forearm and 2 gm. 
legs 
3 32 Axilla. 2 2am. 
4 | 58 | Thumb a 2 gm. 
5 | 34 | Breast 2 gm. 
6 | 51 | Ankle 2 gm. 
7 | 65 | Foot | 2 gm. 


Average Number 
of Days 
Treated 


Result 


5 Rapid re solution. Healed after 


three da iys’ treatment. 


Complete recovery. 


5 ry. 


5 ( Yomple te ly healed fifth day. 
Complete resolution in five days. 
7 | Complete resolution by seventh 
day. 
( Yompletely ¢ le ered. 


TABLE 7 


ERYTHROCILLIN 


MISCELLANEOUS INFECTIONS 


| Average 
Case | Age Diagnosis Daily 
| Dose 
| 
| Purulent pharyngitis 2 gm 
2 | 47 Infected burn | 2 gm 
3 48 Postop. wound infee- | 2 gm. 
| tion (bunionec tomy) | 
4 2 | Infected cyst, eyelid 2 gm. 
5 | 46 | Postop. wound infec - | 2gm. 


tion 


Diabetic acidosis, | 
carbuncle, pneumo- | 
nia, staph. septice- 
mia | 

| 


2 gm. 


| 


| of Days Result 
Treated 
‘Had not responde d toet ry ythromy cin. 
6 Afebrile in twelve hours. Com- 
plete recovery. 
5 Recovery. 
12 Excellent result. “Hespite al-a -ae quired 
| infection. 
5 ( Yomple te sly he aled by fifth day. 
5 Completely cleare -d by fifth day. 


Remarkable recovery. Dismissed 
from hospital after seven days’ 
treatment. 


*For first twenty-four hours, erythromycin I.V 


(case 1) was a child suffering with a severe 
purulent pharyngitis, who had failed to re- 
spond to three days’ therapy with propiony] 
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. and procaine penicillin I.M. 


penicillin. The patient was a 17-year-old 
white male, admitted to the hospital with 
severe diabetic acidosis. He had a large car- 
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buncle on the neck, pneumonia in the left 
lower lobe, and staphylococcal septicemia. 
He was critically ill and unable to swallow. 
For the first 24 hours he received erythromy- 
cin by the intravenous route and procaine 
penicillin by the intramuscular route. With- 
in 24 hours he was able to take erythrocillin 
orally, and the medication was continued by 
the oral route throughout his recovery. We 
experienced no therapeutic failures in this 
group of patients. 

Reactions of toxicity—In the 21 patients 
who have received erythrocillin to date, we 
have noted no untoward toxic reactions. 
However, it should be emphasized that all 
of these patients were asked, before the ad- 
ministration of erythrocillin was begun, if 
they had had previous sensitivity to penicil- 
lin. Patients who have a history of sensitiv- 
ity to penicillin should not, of course, receive 
erythrocillin. At the time of this writing, 
patients who are known to be allergic to 
penicillin and who are suffering with severe 
staphylococcal infections probably would 
best be treated with either novobiocin or 
vancomycin. 


Comment 


This report on the clinical use of erythro- 
cillin, because of the limited number of pa- 
tients treated, must be considered as only a 
preliminary one. Antibiotic sensitivity 
studies were made on all strains of coagulase- 
positive Staphylococcus aureus isolated from 
these 21 patients. Some strains were sensitive 
to propionyl erythromycin but resistant to 
penicillin. Some strains were sensitive to 
both of these antibiotics. As I have indi- 
cated, approximately 56 per cent of 600 
strains of Staphylococcus aureus studied 
were sensitive to penicillin and 83 per cent 
were sensitive to propionyl erythromycin. It 
is not surprising, therefore, that in only two 
of the 21 clinical cases reported above were 
the organisms isolated resistant to both pro- 
pionyl erythromycin and penicillin. These 
organisms were those isolated in case 7, table 
5, and in case 7, table 6. In the former case, 


130 


the organism isolated required greater than 
1,000 mcg. of propionyl erythromycin per 
milliliter to inhibit and 50 units of penicillin 
per milliliter. When equal parts of the two 
antibiotics were employed, 3.125 mcg. and 
units of the combination per milliliter was 
bactericidal. The strain of Staphylococcus 
aureus isolated in case 7, table 6, required 
greater than 1,000 mcg. of propionyl and 
§0 units of penicillin per milliliter to inhibit, 
whereas a combination of the two antibiotics 
in amounts of 1.56 mcg. and units per milli- 
liter completely inhibited the growth of the 
organism. Erythrocillin was used effectively 
in the treatment of both of these patients. 
Although further extensive clinical trials 
will be required in order to finally assess the 
effectiveness of erythrocillin, our prelimi- 
nary studies have been quite gratifying. 


Conclusions 


Six hundred strains of coagulase-positive 
Staphylococcus aureus freshly isolated from 
patients have been tested against a variety 
of antibiotics in common use. Eighty-three 
per cent of the isolates were sensitive to pro- 
pionyl erythromycin. Only 56 per cent were 
sensitive to penicillin. An attempt was made 
to evaluate the effectiveness of various anti- 
biotic combinations against the 87 of these 
600 strains that were resistant to both pro- 
pionyl erythromycin and penicillin. A com- 
bination of equal parts of these latter two 
antibiotics was found to be bactericidal for 
85 of the 87 strains tested. Furthermore, the 
serum of patients receiving this antibiotic 
combination was found to inhibit the 
growth of these highly resistant organisms. 
To this combination of propionyl erythro- 
mycin and penicillin, we have ascribed the 
name “erythrocillin.” Clinical trials to date 
are only preliminary. However, we have 
used erythrocillin in the treatment of 21 
patients suffering with moderately severe or 
severe infections owing to Staphylococcus 
aureus. The organisms isolated from two of 
these patients were completely resistant to 
both propionyl erythromycin and penicillin 
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when used alone. When a combination of 
these (erythrocillin) was employed, growth 
of the organisms could be completely in- 
hibited by amounts of the antibiotics that 
could be attained with ease in the patients’ 
serum. The clinical response of all of this 


small group of patients was eminently satis- 
factory. 
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New Wrinkle in Baby Food 


Concentrated dry frozen baby food has 
received the approval of three medical re- 
searchers reporting in a publication of the 
American Medical Association. Drs. Gerard 
J. Van Leeuwen, Emily J. Guyer, and Rob- 
ert L. Jackson, Department of Pediatrics, 
University of Missouri School of Medicine, 
Columbia, Mo., reported in January Ameri- 
can Journal of Diseases of Children on a 
study in which a variety of the frozen con- 
centrated foods were fed to 49 infants. 

“The food was accepted by all infants in 
the study and was preferred by mothers who 
had had experience with other strained 
foods.” 

“None of the infants developed diarrhea, 
constipation, or allergic manifestations as a 
result of ingestion of the food. 

“Without exception, all the mothers stated 
that this new baby food appeared fresher and 
more appetizing. All preferred this new 
product with respect to ease of preparation 
and storage. Most mothers agreed that the 
small packages of frozen foods allowed them 
to feed a greater variety of foods to their 
babies.” 

The babies were started on the frozen 
foods at four months. A complete physical 
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examination was done at monthly intervals. 
The infants’ growth was charted and com- 
pared favorably with the norm. 

Three infants born prematurely also were 
given the frozen foods and their growth was 
satisfactory. 

At six months, most of the infants were 
taking about 1% units of the frozen food, 
the equivalent of 8 to 12 ounces of strained 


foods. 


The processing by which these foods are 
prepared include the limited application of 
heat, reduction of moisture, and freezing. 
No added colors, flavors, preservatives, or 
fortifying nutrients are used in the process. 


Studies conducted at the Wisconsin 
Alumni Research Foundation indicated that 
nutrients were effectively retained in proc- 
essing and in storage at freezing tempera- 
tures, the authors also reported. 

Bacteriologic studies were conducted at 
the University of Chicago and no foed poi- 
soning organisms were found in any of the 
specimens studied. This study, conducted 
by Dr. Gail Dack, also showed that the 
frozen food could be stored safely in a deep 
freeze for about one year and in a refrigera- 
tor for one month. 


_ 


The urgency of this medical emer- 


gency demands prompt and vig- 
orous treatment with measures of 


immediate benefit. 


ORMALLY, the inflow of blood into 

the lungs is equal to the inflow of the 
bronchial arteries and the pulmonary ar- 
teries, and the outflow of fluid in the lungs 
is equal to the outflow of lymph in the lym- 
phatics which empty into the superior venae 
cava system and the outflow of the pulmo- 
nary veins which empty into the left atrium. 
The lymphatics are said to be responsible 
for only a small part of the total outflow. In 
acute pulmonary edema transudation from 
pulmonary capillaries exceeds the reabsorp- 


tive capacity of the pulmonary lymphatics - 


(Altschule). In this condition the difference 
between transudation and reabsorption is 
large and comes on quickly. 

There are three features that distinguish 
this type of edema from peripheral edema. 
These differences are (a) pulmonary edema 
interferes with the uptake of oxygen in the 
lung and hence may lead to a dangerous 
systemic oxygen lack, (b) vascular pressures 
in the lung are more responsive to blood vol- 
ume and blood flow increases than is the 
systemic vascular system, and (c) the course 
of acute pulmonary edema is short as com- 
pared to that of peripheral edema, hence the 
need of quick acting procedures in the for- 
mer as compared to the latter. These three 


From the Cardiovascular Section, Department of 
Medicine, Medical College of Virginia, Richmond, 
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features and the increase in flow of blood 
into the lungs and the decrease of flow of 
fluid out of the lungs are believed to be ex- 
tremely important features to keep in mind 
in the treatment of this condition. 

This inbalance of inflow and outflow may 
been seen in many states but particularly in 
acute left ventricular failure, mitral stenosis, 
nephritis, both acute and chronic, toxemias 
of pregnancy, insulin shock, hypertensive 
crises from any cause, acute infectious disease 
particularly pneumonia, increased intracra- 
nial pressure, burns, irritant gases, drowning, 
pulmonary embolism, increased blood vol- 
ume following intravenous fluids or trans- 
fusions and various toxic agents. It is inter- 
esting to note that shock may proceed or 
follow this condition. It is important also to 
remember that acute pulmonary edema is 
a symptom complex and is a complication 
rather than a primary disease. The under- 
lying cause therefore must be known if spe- 
cific means for its management are to be 
applied, i.e., atropine for parathion intoxi- 
cation or surgical relief of increased intra- 
cranial pressure. The primary disease also 
greatly influences the prognosis of this con- 
dition. Patients developing acute pulmonary 
edema during the course of acute glomerular 
nephritis have a good outlook while the prog- 
nosis in a patient with an acute myocardial 
infarction would be poor. 

The clinical course of acute pulmonary 
edema varies markedly. It may be very mild 
or rapidly fatal. Anxiety may or may not 
precede the onset. The condition usually 
comes on at night but not necessarily so; 
therefore paroxysmal nocturnal dyspnea is 
not a synonymous term. Characteristic find- 
ings are rapid onset with pallor, clammy 
skin, increased venous pressure in the neck 
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veins, dyspnea, orthopnea, a rapid heart, no 
increase in weight, cough, and sputum usual- 
ly in large amounts, and pink if blood is 
present. Wheezes and rhonchi or bubbling 
rales are heard. Shock may precede or fol- 
low the onset of an attack. An elevated 
temperature of 100° following an attack is 
not unusual. The symptoms and signs of 
the underlying disease complete the picture. 
Acute bronchitis and bronchial asthma are 
most commonly confused with this condi- 
tion. 

With these points in mind let us con- 
sider some of the agents which are commonly 
used in the treatment of acute pulmonary 
edema. 

The ideal therapy of this condition would 
have no side effects of an ill nature and 
would promptly correct the underlying 
cause. Since such ideal procedures are not 
available, other methods of treatment must 
be utilized. The nearest approach to specific 
therapy in acute pulmonary edema is found 
in those cases associated with poisoning from 
anticholinesterase agents such as physostig- 
mine, neostigmine and parathion and from 
muscarinic drugs such as pilocarpine and 
methalcholine. Here the primary defect is 
in the cholinergically innervated glands in 
the bronchial trees rather than increase in 
intracapillary pressure or decrease in the per- 
meability of the capillary walls. Atropine 
blocks cholinergic nerve impulses, and ends 
the edema. It, of course, has no effect on 
the underlying cause and does not remove 
the edema which is already present. 

When chlorine, phosgene or bromine irri- 
tate the bronchial tree, the mechanisms 
whereby pulmonary edema is produced is 
quite different from the agents just men- 
tioned. In these conditions the edema is due 
to damage to capillary walls and atropine is 
ineffective. In burns of the respiratory tract 
atropine is of no value in therapy. 

In the most commonly seen cases of acute 
pulmonary edema, therapy in addition to the 
use of oxygen in an attempt to control hy- 
poxia is primarily aimed either at decreasing 
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the pulmonary blood inflow, i.e., decreasing 
the venous return to the heart or at increas- 
ing fluid outflow from the lungs. In the 
former category should be placed rotating 
tourniquets, phlebotomy, positive pressure 
masks and relieving bronchospasm (Amino- 
phylline). In the second category should be 
placed ganglion blocking agents and digitalis. 
Others believe salt restriction and mercurial 
diuretics also increase outflow from the lung. 
Obviously the over enthusiastic application 
of any agent which decreases blood flow to 
the heart could lead to shock. The action of 
morphine in this condition is unknown. It 
may be dangerous in bronchial asthma, se- 
vere pulmonary disease, hypofunction of the 
thyroid, liver, and adrenal cortex. 


TABLE 1 


Other Agents Used in Acute Pulmonary Edema Therapy. 


I. Atropine 
Ganglion Blocking Agents 


Tetraethylammonium Bromide 
Hexamethonium Bromide 
Trimethaphan Camphor Sulfonate 
(Arfonad) 

(d) Azamethonium Dibromide 


Positive Pressure Masks 
Antifoaming Agents 
Tolazine (Priscoline) 
Isoprotenenal (Isuprel) 


~~ Prior to 1958 all agents listed in Table No. 1 were 
used except No. V. None except atropine have been 
used since 1958, as all other agents were found to Le of 
very doubtful therapeutic value. 

During the years 1957 and 1959, forty- 
nine cases of acute pulmonary edema were 
admitted to the Medical College of Virginia 
Hospitals. These cases were reviewed in an 
attempt to try to determine the value of the 
therapy used. To eliminate the effect of eti- 
ology on therapy all except those cases due 
to left ventricular failure were excluded. 
Furthermore, only the cases which met all 
the limitations of the definition as given for 
this condition were included. 

Thirty of the forty-nine cases were dis- 
carded leaving only nineteen cases which 
are the basis for this study, of this number 
twelve recovered and seven died. All who 
did not recover within five hours died re- 
gardless of medication ordered. It is difficult 
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to see how sodium chloride restriction could 
be of any benefit in the control of the acute 
symptoms since its effectiveness does not be- 
gin for at least forty-eight hours. It of 
course must be limited to one gram intake 
daily. Although mercurial diuretics are much 
faster in acting, the same reasoning could 
also be applied to their use. Their action is 
too slow. Aminophylline intravenously acts 
quickly. It relieves bronchial spasm and 
thereby increases the exchange of gases in 
the lungs. This drug also decreases intra- 
thoracic negative pressure and thereby de- 
creases the inflow of blood into the lungs. 
These assumptions cannot be disproved by 
this study. Digitalis was given to twelve 
patients, six died and six recovered. This 
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drug is indicated in acute left ventricular 
failure, particularly if associated with a 
rapid ectopic atrial rhythm not due to digi- 
talis. In almost all of these cases it was given 
before the patient entered the hospital. The 
dosage given was a blind procedure under 
these circumstances and its immediate value 
in these patients is questionable. Phlebotomy 
was done only once. This procedure is rarely 
used now. Rotating tourniquets have prac- 
tically the same effect. No conclusion can 
be drawn from its use (phlebotomy) here. 
This leaves only three procedures, rotating 
tourniquets, oxygen and morphine sulphate 
to be considered. Oxygen was never given 
in long enough periods to cause any ill ef- 
fects. These three agents were thought to 
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be beneficial even though exact proof is 
lacking. 

In determining the value of therapy in 
this condition it should be remembered that 
at least three factors promote spontaneous 
recovery. The patient sits up. This position 
increases fluid in the dependent parts of the 
body and decreases it in the lungs. The lungs 


are wet, this raise intrathoracic pressure and ~ 


retards the pulmonary venous inflow, and 
lastly, the patient coughs up considerable 
sputum which may be considered a self 
induced venesection. Furthermore, these pa- 
tients are too sick to have exacting hemo- 
dynamic studies done on them, consequently 
the value or lack of value of therapeutic 
procedures will have to depend on clinical 
impressions. 

In conclusion, acute pulmonary edema is 
an emergency situation requiring therapy 
of immediate benefit. It is our opinion that 
most patients with this condition are often 
over-treated with therapeutic endeavors 
which are relatively useless at the moment. 
This is a bother to the patient, a burden on 
hospital facilities and personnel, and may 
lead to disturbing and unnecessary compli- 
cations. Rest, oxygen, sedatives, narcotics, 
and rotating tourniquets are measures of 
immediate benefit. Measures such as Atro- 
pine, removal of increased intracranial pres- 


No Additional 


The human body does not need any more 
vitamins in the cold of winter than in the 
heat of summer, according to a spokesman 
for the American Medical Association. 

“The basic need for nutrients is no differ- 
ent in the winter than during the summer,” 
Philip L. White, Sc.D., director, department 
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sure, ganglion blocking agents (hypertensive 
crises), and digitalis preparations intrave- 
nously are useful in specific situations. Di- 
uretics and salt restricting diets never have 
any place in the treatment of acute pul- 
monary edema as an emergency situation. 
Such procedures may be useful in the long- 
term management of these cases, but their 
introduction into the treatment of the acute 
condition is unnecessary and unwarranted. 
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Vitamins Needed 


of foods and nutrition, said in the February 
A.M.A. magazine, Today’s Health. 

“More energy is needed to help keep the 
body warm, but the difference is very slight. 
It has been claimed that large amounts of 
vitamin C will help protect against flu and 
the common cold, but there is no good med- 
ical evidence in support of this. 
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The Responsibility of the General Practitioner 
in Pediatric Surgical Problems 


Early Diagnosis and Pre-Operative Management 


Early, accurate diagnosis is needed 
for the successful treatment of 
surgical problems in the very 
young. In many cases it is the 
general practitioner who is respon- 


sible for this diagnosis. 


HE SPECTACULAR STRIDES which 

have been achieved in pediatric surgery 
in the last twenty years demand a change 
from what were commonly accepted atti- 
tudes toward surgery in infants and children. 
No physician can now rationalize unsuccess- 
ful treatment of infants with such worn 
excuses as, “the infant was too small for 
operation”, or “there was probably some- 
thing else wrong anyway”. Whereas twenty 
years ago esophageal atresia was consistently 
fatal, today in many hospitals over half of 
the infants with this serious abnormality are 
expected to survive. Good results such as 
these are, of course, not uniform throughout, 
but parents in Virginia should expect the 
same excellent chance for their infants as 
parents anywhere else. Much improvement 
can be expected from the development of 
regional pediatric units, which, with special 
facilities, equipment, and specially trained 
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nursing and ancillary personnel, will have 
increasingly better results with the relatively 
uncommon problems. But equally impor- 
tant in assuring a better outlook for all 
pediatric surgical patients is the responsibil- 
ity of the general practitioner—that of diag- 
nosis. As Potts has stated’ “. . . it is just as 
important to recognize a surgical problem 
as to treat it... . Obstetricians, pediatricians, 
and generalists are the first to see the de- 
formed or surgically ill child, and upon them 
rests the responsibility of securing adequate 
care at the proper time.” The importance 
of early diagnosis is also stressed by a recent 
report of Clatworthy” on congenital intes- 
tinal obstruction in which twenty-two out 
of fifty-six deaths could be attributed pri- 
marily to delayed or inaccurate diagnosis. 
Proper care preoperatively, both what to do 
and what not to do, is tremendously impor- 
tant in determining the final result, and this, 
too, is often the responsibility of the general 
practitioner. 


Respiratory Distress in the Newborn 


Although only 5°; of the respiratory 
problems in the newborn infant are surgical’, 
this small group is disproportionately im- 
portant in that these conditions are almost 
all correctable with early treatment, yet 
fatal if uncorrected. The surgical lesions 
most frequently cause obstruction to the 
respiratory tree or pressure upon the lungs, 
and are therefore characterized by dyspnea, 
rather than apnea, along with the cyanosis. 

Diaphragmatic hernia in the newborn is 
often confused with hyaline membrane dis- 
ease. The abdominal viscera herniate into the 
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chest through a defect which is most fre- 
quently postero-lateral and on the left. As 
the gastrointestinal tract distends with swal- 
lowed air shortly after delivery, the lung is 
compressed and the mediastinum shifts. The 
infant has a rapidly increasing difficulty with 
respiration. On inspection one may detect 
a rocking type of respiration in which the 
abdomen will sink in with inspiration as the 
abdominal contents are sucked into the tho- 
rax, as contrasted with the normal protru- 
sion of the abdomen with inspiration. The 
cardiac impulse may be displaced, and a 
tympanitic note be present on percussion. 
Due to the ease of transmission of sounds 
from the abdomen or the opposite lung, aus- 
cultatory findings may be confusing. With 
any suspicion an x-ray of the infant should 
always be obtained, and this should not be 
delayed on the faulty premise that the in- 
fant is too ill to obtain an x-ray. 


Pre-operatively a #8 or #10 french 
catheter with several extra holes cut in the 
tip should be passed through the infant’s 
nostril into the stomach. Gentle suction is 
applied to minimize the amount of air and 
secretions. If equipment giving low inter- 
mittent suction is not available, intermittent 
aspiration with a syringe is safer, and the 
tube is left open between aspirations. In 
this way, the distention of the bowel within 
the thorax is reduced. It is often necessary 
to employ positive pressure respiration by 
mask or intra-tracheal tube prior to surgical 
repair. With such urgent and proper meas- 
ures these infants with congenital hernias of 
the diaphragm should have a good chance 
for survival. 

Spontaneous pneumothorax is also seen 
in the newborn as a result of congenital le- 
sions or over-expansion of the lung during 
delivery or resuscitation. Again it is manda- 
tory to obtain an x-ray in the infant in 
whom such a problem is suspected. 


Esophageal atresia is usually associated 
with a tracheo-esophageal fistula. In the 
most common type the upper esophagus ends 
blindly, while the lower esophagus is con- 
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nected with the trachea. Mucous pools in 
the upper pouch of the esophagus with re- 
gurgitation back into the oropharynx and 
into the trachea. Gastric juices are vomited 
up through the fistula into the trachea. 
These infants can often be diagnosed in the 
first twelve hours even before feeding is at- 
tempted. The infant will be typically full 
of mucus and “frothy” very much as the 
patient with a cerebrovascular accident who 
cannot handle his mucus. With attempts at 
feeding the infant consistently regurgitates, 
and becomes cyanotic from aspiration. With 
the slightest suspicion of esophageal atresia 
an attempt should be made to pass a soft 
rubber catheter into the stomach. Since the 
tube may coil in the upper pouch of the 
esophagus, its position must be checked by 
the aspiration of gastric contents or by aus- 
cultation. A small amount of radio-opaque 
oil is injected into the upper pouch through 
the catheter under fluoroscopy and the diag- 
nosis made certain. 

Pre-operatively these infants should be 
placed with the head slightly elevated, and 
the catheter left in the upper pouch and at- 
tached to gentle suction. Increased humidity 
is supplied within an incubator. The infants 
need little, if any intravenous fluids, and 
nothing is given by mouth. If transporta- 
tion to another hospital is necessary, several 
points have been stressed*: rapid treatment 
as an emergency with facilitation of transit 
through the usual delays of admitting and 
work-up; the desirability of the father, as 
well as a trained nurse, accompanying the 
infant in order to allow the operating sur- 
geon to discuss the case thoroughly with a 
parent; the use of a portable incubator to 
maintain temperature and relative isolation. 
A small rubber bulb syringe suffices for the 
aspiration of secretions from the oropharynx 
during transit. 


Vomiting in the Newborn 


Intestinal obstruction in the newborn is 
a surgical condition whether it results from 
an atresia, malrotation, meconium ileus, or 
aganglionic megacolon. It should be remem- 
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bered that pyloric stenosis is rarely a cause 
of vomiting in the first days of life. The 
cardinal symptom of intestinal obstruction 
in the newborn is the vomiting of bile. While 
regurgitation of gastric contents is frequent, 
real bilious vomiting is rare in the full-term 
newborn. In one study’ made of four thou- 
sand newborns, only two infants were found 
to vomit bile. Lloyd and Clatworthy° have 
stressed the increased incidence of unex- 
plained maternal hydramnios in the presence 
of high intestinal obstruction. 

On examination the infant may have some 
abdominal distention, although if the ob- 
struction is high, distention may be lacking 
or confined only to the upper abdomen. 
Stools may be absent or scanty, but it is 
important to realize that some meconium 
may be passed by the infant with obstruc- 
tion. Edema of the abdominal wall suggests 
perforation and peritonitis. The most help- 
ful diagnostic aid is again the x-ray. From 
a plain x-ray of the abdomen the diagnosis 
is often obvious. Occasionally a barium 
enema is indicated and helpful, but upper 
gastrointestinal studies are contra-indicated. 

Pre-operatively these infants should be 
handled very much as the esophageal atresia 
infant, but the position is level. Passage of 
a catheter into the stomach avoids the dan- 
gers of regurgitation and aspiration, one of 
the most frequent complications leading to 
death. The infant with repeated vomiting 
will require intravenous fluids which should 
be given with the utmost care and under- 
standing. 


Imperforate Anus 


An imperforate anus is usually obvious to 
the inspection of the physician, but several 
variations may be confusing. It is now be- 
lieved that this abnormality is really an 
“ectopic anus” ‘ and results from a failure 
of the normal migration of the rectum. Two 
variations should be emphasized. 

In the male without an external perineal 
fistula, a fistula to the urinary tract must 
be assumed to exist until proven otherwise. 
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The urine should be carefully watched for 
signs of meconium staining. The usual up- 
side-down x-ray* is taken to check the level 
of atresia, but while this is often helpful, it 
is far from infallible. 


More difficult to recognize is the anterior- 
ly displaced anus in male or female. In this 
condition an opening is present anterior to 
the sphincter muscle, an opening which very 
much resembles a small normal anus. (Fig. 
1) Initially the infant may stool through it 


Fig. 1. Anteriorly displaced anus in newborn male. The 
anal opening can be seen several centimeters anteriorly 
to the anal dimple formed by the puckering of the ex- 
ternal anal sphincter. This infant also demonstrates a 
congenital median bar or skin fold. 


moderately well, but will not develop good 
control. A stricture is very likely to result 
with repeated fecal impactions. In the fe- 
male additional future complications of 
vaginal soiling and obstetrical difficulty are 
probable. 


Indeterminate Sex Problems 


Early diagnosis is particularly important 
in any infant born with indeterminate sex. 
Nothing is so tragic as the child whose 
adolescent development shatteringly reverses 
his previous gender. Problems of this sort 
must be worked out definitively in the nurs- 
ery, and in a sense are as urgent as any of 
the other surgical emergencies. A wait and 
see policy has no place here. 

As a first step the female infants with 
adrenal hyperplasia causing a female pseudo- 
hemaphroditism can be eliminated along 
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with infants with changes in the external 
genitalia resulting from progesteroid admin- 
istration to the mother during pregnancy. 
By sex chromatin studies, 17-keto steroid 
excretions, and careful examination these 
females can be properly classified and han- 
dled. In the remaining group careful en- 
doscopic and radiological studies of the uro- 
genital tract must be done. Where these 
studies are inconclusive laparotomy may be 
performed in a small group. Gross’ has 
stressed the importance of never attempting 
corrective or excisional surgery at the time 
of exploration, but performing only an ex- 
ploration and biopsy of gonadal tissue. Cor- 
rective surgery should wait for final biopsy 
report and a thorough discussion and plan- 
ning by the physicians involved, the pa- 
tient’s family, and such legal and religious 
advisors as are needed. 


Vomiting in the Infant 


Vomiting in the infant several weeks old 
poses the question of hypertrophic pyloric 
stenosis. Some of the characteristic features 
in the history are almost always present—a 
first-born male, a positive family history, 
progressive projectile vomiting after feed- 
ing, and vomitus without bile. The diag- 
nosis should be made before the infant is 
allowed to reach a state of dehydration and 
excessive weight loss. 

On examination the upper abdomen ap- 
pears fuller than the lower half, and peri- 
staltic waves can be seen. Careful palpation 
for the enlarged pylorus or “the olive” is 
most important. Time, ie., ten to fifteen 
minutes, and patience are essential, and 
good relaxation of the infant is necessary. 
The baby is best examined just after vom- 
iting, or when relaxed sucking on a sugar 
nipple. The “olive” is deeper than usually 
expected, and it sometimes helps to support 
the baby in an upright position. 

If the pylorus cannot be palpated after 
careful examination, but the history and 
other findings are highly suggestive, an upper 
gastrointestinal study should be done early 
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before the baby becomes washed out. Any 
two of the three factors—history, “olive”, 
or x-ray are enough to recommend opera- 
tion. 


Pre-operatively babies with pyloric ste- 
nosis should have a catheter passed into the 
stomach and the retained milk curds washed 
out.” The baby can then be tried on oral 
feedings of glucose and glucose-saline for 
hydration. Any anemia is corrected. Intra- 
venous fluids are necessary in infants who 
are dehydrated or cannot be prepared with 
clear oral feedings. With early diagnosis ex- 
tensive intravenous fluid therapy is not 
necessary. 


Hernias in Infants and Children 


Considerable misunderstanding still exists 
concerning the diagnosis of hernias in infants 
and children. Inguinal hernia in an infant 
is very dangerous. The rate of incarceration 
in inguinal hernia is high, and incarceration 
is very likely to occur when the baby has a 
respiratory infection or diarrhea and is a poor 
anesthetic risk. Testicular atrophy also may 
often occur with incarceration in infants. 
For these reasons early diagnosis and elective 
repair is vitally important. The physician 
usually has little trouble in obtaining a his- 
tory from the mother that there was a bulge 
last week in the inguinal region or scrotum, 
or that the pubic regions looked unequal. The 
infant may have been fussier than usual or 
even appeared to be in pain. But on exami- 
nation the physician cannot see any bulge 
nor can he reproduce it by making the baby 
cry. Too often the matter is left here. In the 
infant one can often not reproduce the 
hernial bulge, and the size of the inguinal 
ring is of little value in the diagnosis. Pal- 
pation of the cord for the sac is the most 
reliable diagnostic test. If one rolls the sper- 
matic cord between the finger and the pubic 
bone and feels for the sac, it can usually be 
identified. While the normal cord feels like 
a single shoe string, the cord with the hernia 
sac is enlarged and thickened, and has a slip- 
ping or swishing sensation. This palpation 
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of the two surfaces of the sac slipping on 
each other has been called “the silk glove 
sign”."’ No additional proof of the mother’s 
story is necessary to advise repair. 

Hydoceles occurring beyond the newborn 
period can be assumed to be associated with 
an inguinal hernia, particularly if there is 
variation in the size of the swelling. They 
should be treated as a hernia with prompt 
elective repair. 


At birth an omphalocele is usually ob- 
vious, but often there is some concern about 
what should be done pre-operatively. The 
exposed sac should be covered with moist 
saline or zephiran sponges. The infant should 
also have a catheter passed immediately into 
the stomach and connected to suction. This 
step greatly facilitates repair by preventing 
distention of the bowel. 


Rectal Bleeding in Childhood 


Rectal bleeding can conveniently be di- 
vided into two broad groups: first, the acute 
and serious hemorrhage with low hematocrit, 
signs or symptoms of impending shock, 
grossly bloody stools, or colicky pain—that 
is, a possible bleeding Meckel’s diverticulum 
or an intussusception; and secondly, chronic 
bleeding without acute distress—that is, the 
possible anal fissure, polyp, or undetermined 
bleeding. 

In the first group, the physician should 
remember the small total blood volume of 
the infant to realize the urgency of diag- 
nosis and prompt replacement. Minutes 
make a difference. Routine studies must be 
rapidly completed to rule out a generalized 
disorder so that replacement can be begun. 
It is our impression that most infants with 
serious unexplained rectal bleeding should 
have laparotomy after proper study and 
preparation. 

Diagnosis can be a little more leisurely in 
the child whose mother has seen a small 
amount of blood with the stool during the 
past few weeks, and whose hemoglobin and 
hematocrit is normal. A careful history is 


very helpful—bright or dark blood, blood 
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in or on the stool, blood dripping from anus 
without a bowel movement, pain with de- 
fecation. The abdomen is palpated, particu- 
larly for the fecal masses so often found with 
fissures and constipation. The anus is in- 
spected for fissures. Rectal examination 
should always be done to rule out a palpable 
polyp or demonstrate a hidden fissure. Very 
often in the course of these examinations the 
cause will become evident. The lengths to 
which investigation for rectal bleeding 
should be carried depend to a great degree 


upon the age of the child and the type of 
bleeding. 


Abdominal Pain 


One of the most complicated and yet fre- 
quent complaints in pediatric surgery is ab- 
dominal pain. Two conditions producing 
pain which should be diagnosed early are 
intussusception and appendicitis. 

Intussusception usually occurs in the 
healthy infant of three to eleven months,” 
though it may occur at other ages. Charac- 
teristically it begins with a sudden onset, 
which the mother can often define to the 
minute, of colicky pain interspersed with 
periods of complete relief. Gradually the 
pain recurs more frequently. Vomiting oc- 
curs early and frequently. 

The physical examination of the baby 
is of prime importance. If the abdomen is 
to be satisfactorily examined, the baby must 
be relaxed. If the baby is uncooperative, as 
they often are, sedation must be used in 
order to rule in or out a palpable mass which 
is present in 85°, plus of cases. Rectal ex- 
amination is done in order to obtain some 
stool to check for blood. Long before the 
“currant jelly” stool is passed one finds a 
positive guaiac test. Plain x-rays of the ab- 
domen are of great help, and a barium enema 
is diagnostic. The diagnosis is possible, how- 
ever, prior to calling the radiologist or the 
surgeon. 

The diagnostic points of appendicitis are 
well known. While pain remains the cardinal 
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symptom, the young child may vomit more 
prominently, and vomiting may appear to 
precede pain. One troublesome combination 
to differentiate from appendicitis is the acute 
respiratory or ear infection plus fecal im- 
paction from dehydration. A plain x-ray of 
the abdomen will often prove of value in 
such cases. 

On examination one designs the plan of 
examination to suit the occasion. The ab- 
dcmen, first in importance, is examined be- 


PERCUSSION TENDERNESS 


Fig. 2. Rebound (right) and Percussion (left) 


fore tears come, or before gagging the child 
with a tongue blade. Sitting rather than 
standing beside the child appears to lessen 
the impression of an ogre—for giants and 
ogres are not usually depicted sitting. The 
child may be examined in the parent’s lap. 
A rectal examination is always necessary and 
positive findings are present in as many as 
three-fourths of patients.’ Sedation should 
be employed to check on tenderness if neces- 
sary. Rebound tenderness usually scares 
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children and can be falsely positive. (Fig. 2) 
Percussion tenderness is a good substitute for 
the presence of peritoneal irritation and can 
be passed off as a drumming. 

In the pre-operative child with suspected 
appendicitis, it is very important to lower 
the temperature below 101°F. Intravenous 
fluids and rectal aspirin should be given early 
in order that a maximal effect is obtained 
without delay. Intubation of the stomach, 
though distasteful, assists in relieving vomit- 


REBOUND TENDERNESS 


Tenderness. 


ing and makes anesthetic complications less 


likely. 


Summary 


Some of the important pediatric surgical 
preblems in which early diagnosis may be 
the responsibility of the general practitioner 
have been discussed. Although seen infre- 
quently a sense of alertness and urgency are 
important to the proper care of surgically 
ill infants and children. These patients are 
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very frisky and shifty in getting sick, but 
also in getting better. To handle them prop- 
erly the physician must move at their pace, 
and with their alertness for the slightest sign 
or noise. 
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More than 2.4 million Americans have ul- 
cers, and nearly three times as many men 
have ulcers as do women, according to the 
Health Insurance Institute. Some 1,771,000 
men have some form of peptic ulcer, includ- 
ing gastric, duodenal, and gastrojejunal ul- 
cers, compared to 669,000 women. 

Reports indicate that ulcers are four times 
as common among Americans now as they 
were in the 1930’s. A National Health Sur- 
vey in 1935-36 showed that less than three 
out of every 1,000 persons in the population 


Americans and Uleers 


7. Bill, A. H., and Johnson, R. J.: Failure of Migra- 
tion of Rectal Opening as Cause for Most 
Cases of Imperforate Anus. Surg. Gynec. & 
Obst. 106: 643-651, 1958. 


8. Wangensteen, O. H., and Rice, C. O.: Im- 
perforate Anus—A Method of Determining 


the Surgical Approach. Ann. Surg. 92: 77-81, 
1930. 


9. Gross, R. E., and Meeker, I. A. Jr.: Abnormali- 
ties of Sexual Development. Pediatrics 16: 
303-322, 1955. 


10. Lynn, H. B.: Pyloric Stenosis and Its Relation- 
ship to Pre-operative Preparation. Arch. Surg. 
81: 453-459, 1960. 


11. Gross, R. E.: The Surgery of Infancy and Child- 
hood. W. B. Saunders Co. Philadelphia, 1953. 
pages 450, 452. 


12. Gross, R. E., and Ware, P. F.: Intussusception in 
Childhood. New England J. Med. 239: 645- 
652, 1948. 


13. Longino, L. A., Holder, T. M., and Gross R. E.: 
Appendicitis in Childhood. Pediatrics 22: 
238-246, 1958. 


Medical Towers 
Norfolk, Virginia 


had an ulcer. The latest survey, covering 
the 1957-59 period, disclosed that 14 out of 
every 1,000 persons in the civilian population 
were so afflicted. However, this seeming 
quadrupling of the ulcer rate has been at- 
tributed in part to more accurate methods 
of diagnosis through wider use of x-ray 
equipment. Other statistics strengthen the 
impression that the prevalence rate of ulcers 
had quadrupled. Over a 20-year span, the 
rate of hospital admissions for ulcers has 
grown from .4 admissions per 1,000 persons 
per year to 1.7 admissions. 
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The Newer Progestins in Various 


Gynecological Disorders 


During the past few years potent 
progestins have become available. 
They will be increasingly useful 
in several gynecological disorders. 


To WORK of Corner and Allen’ pub- 
lished in 1929 established the identity 
and primary functions of the hormone we 
know as Progesterone. Its synthesis in 1934 
made it available for therapeutic use. Its 
expense and our limited knowledge of its 
potential confined its general use essen- 
tially to functional bleeding and certain 
cases of amenorrhea for most of the next 15 
years. 

Early attempts at utilizing it for habitual 
abortion and premature labor were gener- 
ally unsuccessful but subsequent studies on 
the excretion of the end product pregnandiol 
suggested that the dosage levels used were 
woefully inadequate. Improved results were 
obtained with the larger doses suggested by 
these studies and made possible by increased 
availability and lowered cost. The diagnostic 
techniques of pre-menstrual endometrial 
biopsies and pregnandiol determination both 
in the pregnant and nonpregnant state fur- 
ther improved the results by providing a 
semblance of a scientific method for choos- 
ing those cases of habitual abortion and 
premature labor which might be helped by 
Progesterone. 


Presented at the annual meeting of the Virginia 
Academy of General Practice, Virginia Beach, May 
1960. 


VoLuME 88, Marcn, 1961 


WILLIAM C. ANDREWS, M.D. 
MASON C. ANDREWS, M.D. 
Norfolk, Virginia 


A remaining drawback for some years was 
that predictable results could only be ob- 
tained by daily intramuscular injection. 

Anhydroxyprogesterone (Pranone) could 
be given orally but required 5-10 times the 
parenteral dose and had androgenic poten- 
tial. Progesterone could be given sub-lin- 
gually but again required increased dosage 
and gave somewhat unpredictable results. 
Both of these routes were prohibitively 
expensive for the larger doses needed in 
pregnancy. The Pranone had the additional 
disadvantage of at times producing mascu- 
linizing change in female infants born of 
mothers receiving the drug during preg- 
nancy. 

In the past four years the wizardry of the 
steroid chemist had made available to us an 
increasing variety of so-called progestins or 
steroids with progesterone-like actions which 
have increased the ease of administration and 
extended our therapeutic horizons. 

This discussion will be confined to those 
now commercially available. 

One of the first of these to appear was 
hydroxyprogesterone caproate or Delalutin. 
Its actions were essentially those of pure 
Progesterone but a single injection could 
provide therapeutic effect for 7-10 days, a 
tremendous boon in the prolonged treatment 
of the habitual aborter or in attempting to 
avert premature labor. In the case of habit- 
ual abortion where progesterone deficiency 
is suggested by endometrial biopsy or preg- 
nandiol determination, a suggested dosage 
is 2 c.c. (250 mg.) every 10 days started as 
early in pregnancy as possible, preferably 
several days post-conception and continued 
to at least four months. In those patients 
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threatening premature labor larger doses of 
3-4 c.c. may be needed and sometimes the 
frequency may have to be increased to as 
often as 3-7 days. In an occasional case 
contractions can only be stopped with daily 
injections of pure progesterone in a dosage 
as high as 150 mgm. Where the membranes 
are ruptured, the results, however, are poor. 


Figures 1, 2. % 


(From Crosson, J. W.: Fertility and Sterility 4+:361, 1959) 


In 1956 and 1957 the first potent oral 
progestins became available in the form of 
19-nor progestational steroids. Figure I il- 
lustrates the chemical relationships of the 
principals of this group. It is to be noted 
at the top that progesterone and testosterone 
differ only in the side chain at the 17 posi- 
tion. In the center is norethandrolone (or 
Nilevar) the first drug of this group, which 
was initially marketed as an anabolic agent 
but which was also found to have both 
progestational and androgenic effects. It is 
more closely related to testosterone but lacks 
the 19 carbon atom; hence, the name 19- 
nortestosterone compound. Norethindrone 
(Norlutin) is seen to be identical to Nilevar 
except for the ethinyl group at the 17 alpha 
position. To its left is seen Norethynodrel 
(the major constituent of Enovid) and the 
only difference in these two is the shift in the 
double bond in the first ring from the 4-5 
to the 5-10 position. These latter two drugs 
are the ones that have most significantly 
extended the horizons of progestin therapy. 
The basic actions of these two are almost as 
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similar as their formulas and they differ 
mainly in their side effects which are estro- 
genic, producing nausea in some with Eno- 
vid, and mildly androgenic with Norlutin. 
Jones” has knowledge of 27 female infants 
with masculinized external genitalia born 
to mothers receiving Norlutin while encoun- 
tering only one where Enovid has been used. 
Bioassay of androgenic potential as evidenced 
by changes in the rat seminal vesicles and 
prostate confirms this difference and indi- 
cates no demonstrable androgenicity in 
Enovid. An additional difference in the 
commercial preparations is that 1.5% 3- 
methyl-ester of ethynylestradiol is added to 
the norethynodrel to make the commercial 
Enovid. This added estrogen decreases the 
incidence of breakthrough bleeding. Because 
of this and the difference in androgenicity 
we have preferred Enovid and my subse- 
quent remarks on the 19 nor-steroids are 
based on work with this compound. 

The varied uses of Enovid stem from a 
varied response to dosage in different parts 
of the cycle. When started at the fifth day 
of cycle there is suppression of pituitary 
gonadotropins and hence blockage of ovula- 
tion rendering it an effective contraceptive 
agent, but a secretory type of endometrium 
is produced by the drug itself. When given 
after ovulation there is marked decidual 
change in the stroma and if dosage is con- 
tinued this is progressive, holding off the 
menses and simulating the changes of preg- 
nancy. This result has suggested its use in 
endometriosis where a beneficial effect from 
pregnancy has long been noted. Meigs has 
stressed that early pregnancy may represent 
a prophylaxis against endometriosis but un- 
fortunately this entity is frequently found 
in patients whose main concern is the ina- 
bility to become pregnant. In others preg- 
nancy is impractical for other reasons. 


Treatment of Endometriosis 


Our principal study of Enovid has in- 
volved an experimental attempt to produce 
pregnancy changes in endometriosis through 
iatrogenic pseudo-pregnancy. The beneficial 
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effect on endometriosis is apparently accom- 
plished by decidual transformation followed 
by decidual necrosis. Good results with this 
regime have previously been reported by 
Kistner® and ourselves.‘ In this report we 
would like to present an expanded series and 
a longer follow-up study. The first four 
cases were treated with Delalutin in con- 
junction with estrogen. Because of frequent 
breakthrough bleeding the remaining pa- 
tients were treated with Enovid (norethy- 
nodrel with 1.5“; 3-methyl ester of ethynl- 
estradiol) starting with 10 mgm. daily for 
10 days, 20 mgm. daily for the next two 
weeks, 30 mgm. thereafter increasing with 
further 10 mgm. increments if cramps or 
spotting occurred. 

Thirty-two patients are included in this 
series. The reasons for treatment are listed 
in Table I. In 23 of these the diagnosis was 


TABLE 1. 
PRIME REASON FOR TREATMENT 


Pain (no prior operation) 

Pain (previous operation for endometriosis) 

Sterility (pain present but minor) 

Investigation prior to planned operation 

Vaginal endometriosis (cyclical bleeding post- 
hysterectomy-1) 


Total 


confirmed pathologically prior to, during or 
after therapy. In nine the diagnosis was 
made clinically but only cases with very 
definite signs and symptoms were included, 
eight of these having unequivocal tender 
uterosacral nodules. Six patients came to 
operation after start of therapy and the diag- 
nosis was proved correct microscopically in 
all. 

Results: Decidua was consistently found 
in endometrial biopsies beyond the fourth 
week of therapy with the change being 
marked in those receiving Enovid. In four 
of five patients on whom endometrial biop- 
sies were obtained beyond the 15th week of 
pseudopregnancy, evidence of necrosis of 
decidua was observed. 

Decidua was found in the ectopic endo- 
metrium in all six cases of pseudopregnancy 
in which this tissue was removed for study. 
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In a case of vaginal endometriosis (follow- 
ing total hysterectomy) about 20 implants 
were visible as small flat purple areas about 
2 mm. in diameter. During pseudopreg- 
nancy all of these areas enlarged about four- 
fold and protruded as soft pink polyps. 
Biopsies showed marked decidual response at 
seven weeks. Following discontinuance of 
therapy at 12 weeks the patient had no fur- 
ther vaginal bleeding, although she had pre- 
viously bled cyclically. The implants re- 
gressed so as to be hardly visible. Biopsies, 
however, showed some scattered glands on 
three occasions up to one year later. A 
second case of vaginal endometriosis showed 
extensive polypoid lesions which have now 
disappeared and the lesion can no longer 
be found even microscopically. 

In three cases limited pseudopregnancy of 
7-12 weeks duration, was given prior to 
planned laparotomy. Plaques of endometri- 
osis were found about the uterus, ovaries and 
utero-sacral ligaments. They were yellow, 
soft, very edematous and grossly friable and 
dissected with the greatest of ease. The uterus 
which was previously fixed in two of these 
could readily be brought forward. Micro- 
scopically extensive decidual change with 
pigment-ladened macrophages could be seen. 
Pseudoxanthoma cells were present contrib- 
uting the yellow color. Several areas of ne- 
crosis and hyalinization were present in the 
implants at 12 weeks. In all the decidual 
change was more complete in the ectopic 
than in the normally situated endometrium. 


Clinical Results: Twenty-four patients 
had been selected for pseudopregnancy pri- 
marily because of pain. In one treatment 
was discontinued after one day because of 
nausea. In another treatment was discon- 
tinued at seven weeks because of increased 
severity of pain. The uterus in this patient 
which was twice normal size prior to therapy 
enlarged to four times normal during treat- 
ment. It regressed to its original size in the 
two weeks between treatment and operation 
and the excised specimen showed degenera- 
tion and hemorrhage in a myoma. 
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All other patients were maintained for 
14-28 weeks in pseudopregnancy. They all 
experienced diminution or elimination of 
pain during treatment. Twelve were com- 
pletely free of pain. Others were definitely 
improved but had occasional episodes of pel- 
vic discomfort. 

In all cases in which tender utero-sacral 
nodules were present the tenderness was di- 
minished or eliminated. The change from 
extreme tenderness was usua!ly dramatic. 

Table II shows an evaluation of the results 
as indicated by symptoms and physical find- 
ings. 

TABLe II. 


EFFECTS OF PSEUDOPREGNANCY IN 24 CASES OF 
ENDOMETRIOSIS TREATED BECAUSE OF PAIN 
Not 
Well Improved Improved Total 
During treatment 12 11 1° 24 
After treatment 10 12 1 23* 


* Treatment in one case was discontinued at nine weeks 
because of increasingly severe pain. 


Of the original group of 16 patients re- 
ported one year ago, follow-up studies in the 
past month revealed that four of the seven 
patients classified as well after treatment 
have noted some recurrence of signs or 
symptoms 15-20 months following therapy 
but these have been minimal, and seven clas- 
sified as improved have remained so. All of 
the patients with the above two exceptions 
have been markedly better than prior to 
therapy, and none of this group has required 
subsequent operation. 

The best results were obtained in those 
continuing therapy beyond 20 weeks. 

Of six infertility patients only one became 
pregnant after pseudopregnancy alone and 
she miscarried at 10 weeks. One became 
pregnant following pseudopregnancy and 
operation. One patient subsequently came 
to laparotomy 18 months after treatment 
because of continued infertility. Extensive 
adhesions were found but no active ectopic 
endometrium. 

One patient who had been treated for pain 
inadvertently became pregnant prior to 
marriage. 
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The principal side effect has been nausea 
which was present in 40% to some degree 
and in moderate severity in 15%. In one 
it necessitated cessation of therapy. In most 
it subsided after several days. 

Breakthrough bleeding, usually quite 
scant, occurred in 42% with the most com- 
mon time of occurrence being the 12-14 
week. We now believe an automatic increase 
to a daily dosage of 40 mgm. at the 12th 
week is advisable to reduce this annoyance. 

Breast soreness and enlargement, abdom- 
inal swelling, and increased appetite were 
noted in all. Lactation occurred in five and 
weight gain and a sense of well being were 
frequently noted. One patient had a sig- 
nificantly observable increase in varicose 
veins which became symptomatic for the 
first time. 

In six patients with myomas marked en- 
largement was noted during therapy, with 
return to their original size after treatment. 
Enlargement of normal sized uteri to ap- 
proximately twice normal size was usually 
observed with again post treatment regres- 
sion. 

In all patients subsequently checked with 
endometrial biopsies following re-establish- 
ment of regular menses evidence of ovulation 
was found, and as mentioned three have be- 
come pregnant, although pre-existing luteal 
phase defects were unchanged. 

Our present impression after reviewing 
our material critically and re-examining and 
requestioning the patients is that significant 
reversal of endometriosis has usually resulted. 
These benefits appear to approach those ex- 
pected from physiological pregnancy and 
to have the same tendency towards transi- 
ence in some cases. 

It is felt that this method of therapy is 
best used in cases of relatively early but 
definite endometriosis and in those with 
recurrence after surgery. It is our opinion 
that the infertility patients with extensive 
endometriosis are best treated surgically to 
re-establish normal anatomical relationship, 
but preoperatively pseudopregnancy for 8 
weeks greatly facilitates the surgical pro- 
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cedure and its continuance postoperatively 
may be considered if all of the endometriosis 
is not removed. 


Treatment of Dysmenorrhea and 
Menorrhagia 


The following is a preliminary report on 
a clinical study in progress of Enovid in sev- 
eral other gynecological problems. The num- 
ber of cases studied is still too small to be 
statistically significant but they give an indi- 
cation of what may be achieved with the 
drug. 

The demonstration by Rock and cowork- 
ers that Enovid would consistently block 
ovulation when given from day 5-24 has 
suggested a possible beneficial effect in dys- 
menorrhea. Its progestational action on the 
endometrium makes this possible without 
the complication of excessive bleeding which 
has been noted where estrogens were used to 
accomplish this effect. 

The patients in this series were initially 
given 10 mgm. daily from day 5-24 of each 
cycle for three successive cycles. In an at- 
tempt to reduce the expense and minimize 
nausea, this has been changed in recent 
months to § mgm. daily unless breakthrough 
bleeding occurs. Only those patients with 
severe dysmenorrhea were included and most 
required bed rest in the acute phase. 

Thirty-four patients were studied. One 
stopped the medication after two days be- 
cause of severe nausea and one after three 
days because of urticaria. 

Of the remaining 32 patients, 29 or 90% 
were either free of cramps or markedly im- 
proved. These 29 included seven patients 
who had previous D&C with either minimal 
benefit or total recurrence of symptoms after 
3-6 months. It also included four patients 
who had Lutrexin therapy without relief 
and three had been similarly unsuccessful 
with the use of Vasodilan. 

Of the three patients who failed to re- 
spond, one is under psychiatric care and one 
had a subsequent laparotomy which revealed 
chronic pelvic inflammatory disease. 

All the the patients who had concomitant 
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pre-menstrual tension were relieved of these 
symptoms during therapy. 


There has not been adequate time for sig- 
nificant studies on the rate of recurrence 
following therapy but approximately half 
have had recurrence of the symptoms at least 
by the third post-treatment cycle. The oth- 
ers have remained free of symptoms for 
periods up to eight months which is the 
longest follow-up we have to date. 

Enovid in a dosage of 10 mgm. from day 
5-24 was used for 17 patients with menor- 
rhagia with excellent results in 15. Four of 
these had had previous D&C’s with recur- 
rence in the next cycle. In three of these 
only secretory endometrium had been found, 
one having had two curettages in the pre- 
vious four months without benefit. She was 
given Enovid therapy for three cycles start- 
ing in July, 1959, and the flow has been 
normal since the onset, both during and 
after therapy. Three of the 15 had recur- 
rence of heavy menses after cessation of 
therapy. 


Nine patients with metrorrhagia were 


similarly treated, six successfully. Of the 
three failures, curettage revealed retained 
secundines in two. One of the six who re- 
sponded during treatment had a recurrence 
of the irregularity afterwards. 


Use as Contraceptive 


Perhaps the greatest potential for the 
widespread use of this drug is in its role as 
an oral contraceptive. Dr. John Rock’ has 
reported on over 20,000 cycles of exposure to 
pregnancy in women taking cyclical Enovid 
with only one questionable pregnancy. It is 
effective in dosage as low as 2.5 mgm. daily 
given from day 5-25 but a dosage of 5 mgm. 
is recommended because of the high inci- 
dence of breakthrough bleeding at the lowest 
dosage. An occasional patient will have an 
occult period without noticeable bleeding 
and the patients are instructed to restart 
medication after seven days if no bleeding 
has occurred to prevent pregnancy in the 
succeeding cycle. Patients have now been 
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on this for as long as four years without any 
demonstrable deleterious effects. 


Provera 


Another compound has recently been 
added to the armamentarium of progestin 
therapy in the form of 6-methyl-17-ace- 
toxyprogesterone or Provera. It has approx- 
imately 12 times the potency of Pranone 
and apparently has slightly better effect 
mgm. for mgm. than parenteral proges- 
terone.” This drug has apparently a purely 
progestational effect stimulating endometrial 
glands and stroma alike and has neither an- 
drogenic nor estrogenic side effects. The 
absence of estrogenic effects makes it ineffec- 
tive in reasonable dosage for pseudopreg- 
nancy or for blocking ovulation for dys- 
menorrhea or contraceptive purposes. It 
may prove ideal, however, in those cases 
needing pure progestational effect such as 
in hyperplasia of the endometrium and in 
threatened abortion. 

To elaborate for a moment on the habitual 
aborter, when a progesterone deficiency is 
demonstrated by endometrial biopsy or preg- 
nandiol studies, progesterone therapy should 
be started each month approximately three 
days after estimated ovulation and continued 
if pregnancy occurs or stopped if menses 
follow. With the exception of daily inject- 
able progesterone, the other medications 
available were either unpredictable, andro- 
genic, or would frequently hold off the 
menses artificially. Provera has none of these 
drawbacks and would seem to be the drug of 


choice for this indication and for the infer- 
tility patient with a demonstrable luteal 
phase defect, starting with a 10 mg. dose 
increasing to 20 mgm. after one month and 
continuing to 16 weeks. Dosage may be 
further increased if indicated by cramps or 
bleeding. It seems similarly promising in 
some cases of threatened abortion but more 
experience is needed to further delineate its 
use and dosage. 


If present trends continue within a short 
time we may have a specific progestin es- 
pecially tailored for each of the above uses. 


Taste III. 


RESULTs OBTAINED UsinG CycLicaL ENovip IN VARIOUS 
GYNECOLOGICAL DISORDERS 


No. of Cases No. Improved % Improved 


Dysmenorrhea 34* 29 85% (90%) 
Menorrhagia 17 15 88% 
Metrorrhagia 9 6 66% 


*Includes two patients in whom therapy discontinued at 
onset because of nausea in one and hives in the other. 
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Anorectal Pathology Encountered 


in the Outpatient Clinic 


_ Not only is proctoscopy shown to 
be an important diagnostic pro- 
cedure, but the value of instruct- 
ing medical students in the tech- 


nique is also stressed. 


T IS A WELL ACCEPTED FACT 
that proctoscopy carried out by the ex- 
perienced examiner produces a high yield 
of significant pathology. The purpose of 
this paper is to show that supervised proc- 
toscopic examination performed by the 
novice can be very rewarding and offers the 
added advantage of introducing the begin- 
ner to a technic of this simple but im- 
portant diagnostic procedure. 

This presentation is based on work done 
by fourth year medical students under the 
direct supervision of a consultant in the 
Surgical Section of the Diagnostic Clinic 
for the period covered by four consecutive 
scholastic years terminating with 1959-60. 
During this period 1305 patients were seen, 
most of whom were referred from a screen- 
ing clinic where, on the basis of a brief 
history, the patient was thought to have 
some surgical problem. Others were re- 
ferred directly by the emergency room, 
other hospital clinics, private practitioners, 
welfare and rehabilitation agencies, and a 
few represented overflow from the Medical 
Clinic. While most of these patients were 
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surgical problems, they were completely un- 
selected insofar as any particular type of 
surgical pathology was concerned. 

Recognizing the merit of the adage that 
“The indication for a proctoscopy is a 
patient”, but objecting to the implication 
that proctoscopy should be done routinely 
excepting individuals over 40 years of age, 
the criteria shown in Table I were adopted 
as indications for proctoscopy. 


TABLE I 


Bleeding 

Protrusion 

Discharge 

Change in bowel habits 
Dyschesia (painful defecation) 
Itching 

X-ray examination of colon 


Rectal bleeding resulting in most cases 
from hemorrhoids may be caused by polyps, 
malignant disease, diverticulitis, specific and 
non-specific types of ulcerative colitis and 
many other diseases. In all cases of rectal 
bleeding, proctoscopy must be done in an 
effort to determine the source of the bleed- 
ing; if obvious bleeding hemorrhoids are 
present proctoscopy is still imperative to 
rule out coincident disease. 

Protrusion immediately brings to mind 
prolapsed internal hemorrhoids, redundant 
rectal mucosa, polyps or other types of 
tumor and hypertrophied anal papillae. 

Discharge may signify the presence of a 
draining abscess, fistula, villous tumor, 
specific or non-specific inflammatory disease 
of the anorectum. The type of the dis- 
charge may be mucoid, pustular or bloody 
or a mixture of any two or all three. 

Change in bowel habits may mean tumor 
of the right or left colon, specific or non- 
specific colitis, or merely an increased con- 
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a selected because they were thought to have 
By From the Department of Surgery, University of 


sciousness of bowel habits—an occurrence 
so characteristic of advancing age. 

Pain on defecation, because of the dif- 
ference in the nerve supply of the anus and 
rectum, is of as much importance in locat- 
ing the lesion as in diagnosing it. Dyschesia, 
therefore, locates the pathology at or below 
the pectinate line. Lesions most frequently 
causing pain on defecation are anal ulcer, 
fissure-in-ano, abscess and acute thrombotic 
external hemorrhoid. 

Itching always is associated with pruritis 
ani which can be diagnosed by the history 
and inspection. However, proctoscopy is in- 
dicated in these cases to determine the pres- 
ence or absence of other pathology. 

Because the terminal 15 centimeters of 
the gastrointestinal tract is a “blind spot” 
to X-ray examination, any patient scheduled 
for x-ray examination of the colon should 
have a proctoscopy to complete the examina- 
tion of the large bowel. This becomes in- 
creasingly imperative when it is pointed out 
that two-thirds to three-fourths of prema- 
lignant and malignant lesions of the colon 
and rectum occur within reach of the 25 
cm. proctoscope. 

Using these indications, proctoscopies 
were done in 401 patients, or 30.72%, of 
the 1,305 patients seen. Each patient proc- 
toscoped was prepared with a four and one- 
half ounce enema containing sodium phos- 
phate and disodium phosphate given from 
a disposable plastic bottle. 

Among the 1,305 patients seen, the most 
common site of pathology found or the 
most common diagnoses* made on the basis 
of the history, physical and proctoscopic ex- 
aminations are shown in Table II. 

It is striking that, except for neuropsychi- 
atric problems, significant pathology found 
more often in the anorectal area than any- 
where else was found here over two times 
as often as pathology elsewhere. 

Special examinations most frequently per- 
formed were x-ray examination of the 

*Eighty-eight other diagnoses were made one or 


more times but because of their relative infrequency 
are not included in this paper. 
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TABLE II 


Sire oF PaTHoLocy Number of 
oR DIAGNOSIS Patients | Percentage 
Anorectal region............. 205 14.94 
Varicose veins............... 42 3.21 
26 2.22 
Neuropsychiatric disorder... 107 8.19 


stomach and duodenum, the gall bladder 
and the colon. A comparison of these find- 
ings with those at proctoscopy is seen in 


Table III. 


TABLE III 


Number Positive 

of Special] Exami- 

SPECIAL EXAMINATION Exami- nations 
nations | (per cent) 

X-ray examination of: 

Stomach and duodenum... . 287 | 82 (28.57) 
Gall bladder.............. 216 | 40 (18.51) 
401 | 195 (48.62) 


Here again one is impressed by the rela- 
tively high yield of pathology found at proc- 
toscopy as compared with that found on 
the other special examinations. 

Table IV shows an analysis of the patho- 
logic conditions discovered at proctoscopy. 
Twenty-five neoplasms were found. Re- 
moval of the condylomata was recom- 
mended by the consultant and rejected by 
the patient. The submucous mass was re- 
moved and reported by the pathologist as 
lymphoid tissue. The one case of carcinoma 
of the anus was an incidental finding by the 
pathologist in the examination of some con- 
dylomata removed at the same time a hem- 
orrhoidectomy was done. The patient with 
carcinoma of the ovary was found at proc- 
toscopy to have an extraluminal mass at the 
5 cm. level preventing further passage of 
the proctoscope. Subsequently laparotomy 
revealed a pelvic malignancy with metastases 
to the omentum and liver and a frozen pel- 
vis. Biopsy of the omentum and pelvic mass 
was reported as carcinoma of the ovary. The 
chordoma occurred in a 54 year old male 


, 


Vircinia MepicaL MONTHLY 


Be 
— 
> 
} 
4 
| ate 
| 
i 
4 
| 
4 
ip 
“| 
| 
- 
: 


who came in complaining of soreness at the 
tip of his spine. Proctoscopy revealed a 
firm 4 cm. retrorectal nodule at the 15 cm. 
level. After admission and further work-up 
it was approached through the abdomen, was 
found to involve the sacrum and the rectal 
wall. Because of this, a palliative resection 
was done followed by a course of cobalt radi- 
ation ending in November 1959. The 
patient was last seen in March 1960 at which 
time there was no sign of recurrence. 


TABLE IV 


Percent- | Percent- 
Number| age of age of 

of Patients | Patients 
Cases | Procto- | Seen in 
scoped | Clinic 


NEOPLASMS 


Condylomata acuminata 
Submucous mass 
Carcinoma of anus 
Carcinoma of ovary... 
Chordoma....... 
Carcinoma of rectum... 
Polyp.... 

Benign (10) 

Malignant (1) 


INFLAMMATORY DISEASE 


Pruritis ani 

Acute papillitis. . . 

Hypertrophied anal 
papilla. . 

Anal contracture. 

Ischiorectal abscess 

Fissure in ano 

Fistula in ano.... 


HEMORRHOIDS.... 


Of the nine patients with carcinomas of 
the rectum, two were not operated upon. 
One patient, in whom another lesion was 
found in the sigmoid, had an elevated urea 
upon admission. The urea continued to rise 
rapidly, and 15 days after admission he ex- 
pired. The other who had a fungating ade- 
nocarcinoma at 11 cm., refused surgery and 
signed himself out of the hospital. 

The remaining seven patients did have 
surgery. One had a nonresectable growth, 
and a palliative colostomy was done. Two 
had anterior resections for lesions at 15 and 
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17.5 cm.; one of these returned in 18 
months with a recurrence at the suture line; 
the other was found to have metastases in the 
liver at the time of surgery, and definitive 
therapy was not received in time to hope 
for a cure. The remaining four had Miles 
resections for lesions at levels of 5, 8, 11, and 
12 cm. One of the four had metastases in 
the liver, and again definitive therapy was 
too late for cure. The remaining three 
patients had no gross evidence of spread 
at surgery, and microscopic examination 
showed no extension into any lymph nodes. 
It is reasonable to hope that these three are 
cured, and to date they have shown no sign 
of recurrence. 

Of the 11 polyps found, one at 10 cm. 
was treated with a Miles resection because 
it was ulcerated even though biopsy on two 
separate occasions was reported as benign. 
It was then reported as papillary adeno- 
carcinoma with no extension beneath the 
mucosa. Seventeen lymph nodes were free 
of tumor. At surgery no evidence of spread 


was noted, and this patient, is in all proba- 
bility, cured. 


It is difficult for the specialist to discover 
polyps especially on the cephalad side of the 
valves. In view of the fact that these ex- 
aminations were done by unskilled observers, 
some polyps were undoubtedly missed, and 
it is not surprising that more of the sessile 
polyps 1-3 mm. in diameter so often seen 
as incidental findings were not discovered. 

Table IV shows 205 cases of anorectal 
pathology, and Table III showed only 195 
proctoscopic examinations with positive 
findings. Five patients with ischiorectal ab- 
scess, four with acute thrombotic external 
hemorrhoids and one with a rosette of pro- 
lapsed internal hemorrhoids had so much 
discomfort that proctoscopic examination 
in the clinic was obviated. These, of course, 
are not included in the positive examina- 


tions at proctoscopy but are included in 
the anorectal pathology. 
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4 
623] 1.91 
Bes (1) 0.24 0.07 
it (1) 0.24 0.07 
(1) 0.24 0.07 
i (1) 0.24 0.07 
es (1) 0.24 0.07 
(9) 2.24 0.68 
(11) 2.74 0.84 
: 48 11.97 3.67 
By, (2) 0.49 0.15 
(8) 1.99 0.61 
(3) 0.74 0.22 
(5) 1.24 0.38 
5.23 1.60 
(8) 1.99 0.61 
32.91 | 10.11 
205 51.12] 15.71 


Only six cases of acute thrombotic ex- 
ternal hemorrhoids were seen during the en- 
tire period. The remaining 126 cases of 
hemorrhoids represent either internal or the 
combined internal-external variety. 


Comment 


This paper is presented as evidence of the 
educational as well as the diagnostic value 
obtained in offering students an opportunity 
to learn a technic of proctoscopy. As a re- 
sult of this experience, it is believed that 
each senior student is better prepared to 
diagnose anorectal disorders and, insofar as 
malignancy is concerned, is more likely to 
do his part in preventing the tragedy of 
delay still too frequently seen. 


Summary and Conclusion 

Supervised proctoscopy was done by 
fourth year medical students on 401 of 1,305 
consecutive patients with the findings of 
significant anorectal pathology in 48.62 per 
cent of the patients so examined. Positive 
findings at proctoscopy were compared to 
positive findings at history and physical ex- 
aminations and to positive findings at three 
other special examinations. 

An analysis of the anorectal pathology 
was briefly discussed. 

Proctoscopy done by the novice under 
supervision is a most rewarding diagnostic 
and educational procedure. 


801 East High Street 
Charlottesville, Virginia 


Drug Dissolves Blood Clot 


A method of dissolving blood clots that 
form in the coronary arteries and cause 
heart attacks has proved effective in a dog 
and might be applied to man, according to 
five Chicago physicians. 

The treatment, using a clot-dissolving 
drug (Thrombolysin) , was described by Drs. 
Houck E. Bolton, Fernando A. Tapia, Hec- 
tor Cabral, Rogelio Riera, and M. S. Mazel, 
Edgewater Hospital, Chicago, in a prelim- 
inary communication in the January 28 
Journal of the American Medical Associa- 
tion. 

A blood clot was formed artificially and 
inserted into the animal’s left coronary ar- 
tery by means of a tube placed in the artery. 
Examination an hour later showed that the 
clot had blocked branches of the artery and 
caused an acute myocardial infarction, or 
heart attack. 

Then the drug in liquid form was admin- 
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istered through the tube into the left coro- 
nary artery at five-second intervals for 50 
minutes. An hour later, the physicians re- 
ported, examination revealed that the 
blocked branches of the artery were open. 
A half-hour later, “there was no residual 
evidence of myocardial infarction.” 

“The case . . . shows remarkably good re- 
sults, and its clinical application may well 
be envisioned.” 

In man, a tube can be extended to the 
coronary artery by inserting it into an ar- 
tery in the arm or leg and the clot-dissolving 
agent administered as in the experiment, they 
explained. 

Thrombolysin, introduced last summer, 
has produced favorable results when admin- 
istered intravenously in dissolving clots in 
other parts of the body, according to earlier 
reports. 
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Histoplasmosis Simulating Sarcoidosis 


It is not always easy to distinguish 
sarcoidosis from other granuloma- 
tous diseases. The differential is 
of practical importance, however, 
and cultures of biopsy material 
should be made. 


NE OF THE PROBLEMS in the diag- 

nosis of sarcoidosis is the similarity of 
the histological findings to those of some 
other granulomatous diseases. Because of 
this, the diagnosis cannot be made conclu- 
sively from the pathological picture alone. 
In many instances, the clinical manifesta- 
tions of sarcoidosis are sufficiently charac- 
teristic for an accurate differential diagnosis 
(as when bone, eye, lung, parotid gland, 
skin lesions and other typical organ involve- 
ments are present). However, occasionally 
one encounters a case of non-caseating gran- 
uloma due to a specific infection (tubercu- 
losis, histoplasmosis, cryptococcosis) with 
the clinical and histological findings per- 
fectly compatible with sarcoidosis; in such 
cases the correct diagnosis can be made only 
from bacteriological studies. In some of these 
cases of infectious granuloma the original 
diagnosis of sarcoidosis has been made and 
it has only been at a later date that the in- 
fecting organisms were demonstrated. The 
administration of cortico-steroid therapy in 
such cases of infection may transform a rel- 
atively benign infection to a much more 
serious one. The deleterious effect of steroid 


From the Department of Medicine, Medical College 
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therapy upon these infectious granulomata 
emphasizes the importance of careful bac- 
teriological studies in all cases of non-caseat- 
ing granuloma despite the histological 
changes suggesting the diagnosis of sar- 
coidosis. 

We have recently studied a young man 
with a benign clinical picture, a chest x-ray 
suggestive of sarcoidosis, splenomegaly, and 
a scalene node biopsy that revealed a non- 
caseating granulomas suggestive of sarcoido- 
sis. In fact, the diagnosis of sarcoidosis was 
originally made and the true diagnosis of 
histoplasmosis was made only after histo- 
plasma capsulatum was cultured from the 
scalene lymphnode biopsy. 


Case Report 


A 20-year-old white male college student 
became ill about February 26, 1960, the 
main complaints being weakness, generalized 
aching, a non-productive cough, fever and 
headache. 

He admitted having had an intermittent 
cough during November and December of 
1959, but during the months of January and 
February, 1960, felt a great deal better, and 
the cough had disappeared. 

The main physical findings noted when 
the patient was first seen (March 6, 1960) 
were a temperature of 101, blood pressure 
of 120/60, pulse 98. The patient appeared 
to be an acutely ill voung white male with 
flushing of the face. There was marked in- 
jection of the pharynx, associated with 
small non-tender anterior and posterior cer- 
vical nodes, but no outstanding lymphade- 
nopathy was noted. The lungs were clear 
to auscultation and percussion; examination 
of the heart revealed no abnormality. Ex- 
amination of the abdomen revealed the liver 
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edge to be felt two finger breadths below the _—_ wise being clear; the heart was normal in 


right costal margin; it was smooth, firm, size. X-rays of the skull and hands were 
and non-tender. The spleen was palpable negative. The blastomycin, old tuberculin 
three finger breadths below the left costal through 1:100 dilution, and coccidiodin skin 
tests were negative. However, the histoplas- 
min skin test was strongly positive. 


margin and was smooth, firm, and non- 
tender. There was no skin rash. The re- 
mainder of the physical examination was 
considered to be essentially negative. 

Initially it was felt that this patient had 
infectious mononucleosis and he was there- 
fore started on warm saline gargles and 
chloramphenicol 250 mg. every six hours. 
After being on this regime for six days his 
temperature began to subside, with an im- 
provement in his appearance and symptoms. 
Therefore, the chloramphenicol was discon- 
tinued. 

The patient then complained intermit- 
tently of frontal headaches and he continued 
to run a low-grade fever. 

At the time of admission to the hospital 
March 30, 1960, the liver edge was felt three 
to four finger breadths below the right cos- 
tal margin; it was smooth and non-tender. 
The spleen, which had decreased in size, was 
felt only one to two finger breadths below 
the left costal margin, and it was smooth and 
non-tender. There was no change in the 


size and consistency of the peripheral lymph- Fig. 1 
nodes, and there were no new findings on 
physical examination. Scalene lymph nodes were removed and 


The initial laboratory work revealed a some of the tissue was sent to the laboratory 
hemoglobin of 16.0 grams, white count was _ for tuberculosis and fungous smears and cul- 
2,200; neutrophils 58 per cent, eosinophils tures. Pathological examination of the re- 
1 per cent, lymphocytes 37 per cent and aining tissue revealed infiltration by epi- 
monocytes 4 per cent. Heterophile agglu- _ thelioid cells and histocytes, arranged in 
tination and routine agglutinations were Clusters simulating tubercles. Some clusters 
negative. Cephalin flocculation was one plus were small, while other s were confluent. Oc- 
in 48 hours. Total proteins were 7.6 grams, casionally the nuclei of the cells were fused 
with albumin 4.2 grams and globulin 3.4 to form multinucleated giants calls. Some 


grams per cent. Blood electrophoresis re- Of the giant cells contained vacuoles but no 
vealed albumin 50.7 per cent; alpha 1, glob- _ inclusion bodies were sen. There was no 
ulin, 7.9 per cent; alpha 2, globulin, 11.7. evidence of caseation. Within the stroma 
per cent; beta globulin, 17.8 per cent; gam- _ Were hyaline scars. The pathological diag- 


ma globulin, 11.9 per cent; with an AG nosis was Boeck’s sarcoid of supraclavicular 
ratio of 1.03. Blood calcium was 9.7 mg. lymph nodes. 

per cent; phosphorous, 3.6 mg. per cent. On April 11, (12th hospital day) the 
The chest x-ray (Fig. 1) revealed bilateral _ patient’s temperature orally was 99 degrees 
hilar adenopathy with the lung fields other- _ or lower. By this time the patient was feel- 
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ing a great deal better, having had no head- 
aches during the previous week, and with 
marked improvement of the malaise, weak- 
ness, and myalgia. During his hospital stay 
he was treated only with salicylates, bed rest, 
and general supportive care. Because of his 
marked improvement he was discharged on 
April 11, 1960. 

Upon returning home he continued to 
improve and regained his strength. On May 
9, a tissue culture was reported as showing 
a very heavy growth of histoplasma capsula- 
tum (Fig. 2). Some time after returning 
home the patient remembered that during 
the latter part of January, 1960, he had gone 
on a hunting trip. While in a barn hay loft 


he had found two pigeons which appeared 
sluggish and sick. He carried them out into 
the barnyard and shot them. 
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Discussion 


A case of histoplasmosis is reported that 
simulated the clinical and pathological mani- 
festations of sarcoidosis. The case demon- 
strates the difficulty encountered in the 
diagnosis of the disease or syndrome of sar- 
coidosis. It is probable that many cases 
diagnosed as sarcoidosis are actually a gran- 
uloma caused by a specific infection and, if 
the infection is a relatively benign process 
(as is true of many cases of histoplasmosis) 
the true diagnosis may never be made. 

It is well recognized that the histological 
changes of sarcoidosis are not diagnostic and 
similar granulomatous changes may be dem- 
onstrated in cases of tuberculosis, crypto- 
coccus infection and histoplasmosis as well as 
in some of the more rare granulomata. In 
most of such cases, however, the clinical 
picture is not one of an asymptomatic dis- 
ease as is true of most cases of sarcoidosis. 
A careful bacteriological examination should 
be made of all biopsied material including 
scalene node biopsies. Certainly in our case 
if a portion of a group of scalene lymph 
nodes had not been cultured, the correct 
diagnosis would not have been made. 

Sarcoidosis may cause considerable disa- 
bility of the organ involved and such cases 
are now treated with one of the cortico- 
steroid preparations in an attempt to reduce 
this disability. Because of the deleterious 
effect of such treatment upon granuloma- 
tous disease caused by infectious organisms, 
it is obviously important to identify the 
causative agent whenever present. Although 
our case of histoplasmosis was a relatively 
benign infection, the administration of ste- 
roid therapy may have changed the course 
of the disease into a serious one. 


Medical College of Virginia 
Richmond, Virginia 
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Barbiturate Poisoning 


The widespread use of barbitu- 


rates mak-s it appropriate that all 
physicians be reminded of barbi- 


turate poisoning. 


HE BARBITURIC ACID derivatives 

comprise an important and valuable 
group of central nervous system depressants, 
Over 2,000 tons are sold yearly in the United 
States of America alone. It is hence no won- 
der that it is found in almost every home, 
and that more people die from their over- 
dosage than from any other single drug. 

Its first member was synthesized by Fish- 
er in 1903 and was called barbital (Veronal) 
which is a diethyl barbiturate. The next to 
be synthesized was phenobarbital (Luminal) 
which is an ethyl, phenyl derivative. In the 
following years, many hundreds of new de- 
rivatives have been produced but barbital 
and especially phenobarbital still enjoy a de- 
served preference for many purposes. The 
chief advantage of several of the newer 
members of this group is their quicker onset 
of action and a shorter duration of action. 

Synonyms: Sleeping pills, goof balls, yel- 
low jackets, red devils, etc. 

Uses: Sedation, hypnotic, anesthesia, pre- 
operative. 

Properties: Odorless, bitter, white crys- 
talline powder, acidic, insoluble in water, 
soluble as the sodium salt. 

MLD: Varies from about 1 to 6 Gm./150 
lb. man depending upon the derivative po- 


This is one of periodic articles on common poison- 
ings which will be published in the Monthly from 
time to time. It is prepared by Dr. Kaye in collabora- 
tion with the Richmond Poison Information Center. 
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tency. Short acting ones are more potent; 
longer acting less potent. 

Remarks: Long Duration (18-24 hours), 
barbital, phenobarbital, found in blood and 
urine even up to one week later. 

Intermediate (8-12 hours) amobarbital 
(Amytal) , diallylbarbituric acid (Dial) , bu- 
tethal (Neonal), aprobarbital (Alurate), 
probarbital (Ipral), butibarbital (Butisol) , 
vinbarbital (Delvinal). 

Short Duration (3-6 hours), pentobar- 
bital (Nembutal), secobarbital (Seconal), 
hexethal (Ortal), isobutylallyl barbituric 
acid (Sandoptal), cyclobarbital (Phano- 
dorn). 

Ultra-Short (14-2 hours), thiopental 
(Pentothal), hexobarbital (Evipal), thio- 
amylal (Surital). (Rapidly removed from 
blood within several hours.) 

High incidence of suicides. 

Barbiturates are synergistic and increases 
in toxicity in combination with alcohol in- 
toxication, chlorpromazine (Thorazine), 
reserprine or other depressants. 

Acute Signs and Symptoms: Depression, 
amnesia, lowered body temperature, de- 
pressed circulation (marked fall in blood 
pressure), respiratory embarrassment, de- 
creased response of respiratory center to car- 
bon dioxide (Cheyne-Stokes) , anoxia, cya- 
nosis, limbs are flaccid, retention of urine 
is common, constriction or dilatation of pu- 
pils, corneal reflexes may be absent, ataxia, 
deep coma, possible shock, cold extremities, 
death due to respiratory arrest (frequently 
associated with marked cardio-vascular de- 
pression) or pneumonia. 

Chronic Signs and Symptoms: Skin rash, 
slurred speech, cyanosis, amnesia, anorexia, 
emotional instability, ataxia constipation. 

Identification: Urine, gastric lavage or 
blood are specimens of choice: 


Vircinta Mepicat MonTHLY 


| 
| 
| 
| ; 
\ 
| 
‘ 
| 
} 
| 


Acid-ether extraction group. 
(1) 100 ml. of urine are placed into a 
large separatory funnel. Test urine with lit- 
mus paper to make certain it is slightly acid. 
If it is not, add one to two drops of sulfuric 
acid, and again retest. 

The urine is gently shaken for several min- 
utes with 200 ml. of ether. These layers are 
then allowed to settle. Separate the layers, 
and discard the urine. The ether (upper lay- 
er) is filtered through two layers of coarse 
grade filter paper to remove traces of water. 
The ether filtrate is collected into a Pyrex 
evaporating dish. This is then evaporated to 
dryness on a water bath. (Keep away from 
open flame.) 

If residue is tarry yellow-brown (most 
times it is), add 15 ml. of chloroform and 
swirl and stir to dissolve residue. Then add 
a small pinch (size of match head) of acti- 
vated animal charcoal. Again swirl and stir. 
This charcoal will absorb much of the yel- 
low organic impurities that might interfere 
with the test. Filter and collect the clear 
chloroform into a small container. Gently 
evaporate to about 1-2 ml. 

Several drops are transferred to a micro 
test tube, or a micro spot plate. Add two 
drops of cobalt acetate (1°; in absolute 
methyl alcohol). 

Mix well by swirling. 

Stratify (overlay) with three drops of 
isopropyl amine (5‘; in absolute methy] al- 
cohol). 

A blue-violet interface or diffuse color 
indicates the presence of a barbiturate. Test 
may be used directly on powders or tablets. 

(Dilantin Doriden, and other ureides also 
give a positive test.) 

Phenobarbital requires cobalt acetate and 
isopropyl amine to turn blue, whereas, the 
other members of group turns blue upon the 
addition of only cobalt acetate, which how- 
ever intensifies on addition of isopropyl 
amine and turns it lilac. This is a good means 
to differentiate phenobarbital from the oth- 
ers especially in tablets. 

(2) Extract 5 ml. of blood (slightly acidi- 
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fied with 1 drop of 5% sulfuric acid), with 
25 ml. of chloroform. Collect the chloro- 
form layer and shake out with 5 ml. sodium 
hydroxide 0.5 N. Save the sodium hydroxide 
layer and centrifuge to remove any adhering 
drops of chloroform. Read with a Spectro- 
photometer plotting the absorption curve in 
the ultraviolet range. 

Barbiturates have a characteristic ultra- 
violet absorption spectra with a maximum 
density at 255 mt and a minimum at 235 
mt. Quantitative determinations can be cal- 
culated from the reading obtained at 255 
mit, and comparing with a standard graph. 
This test is sensitive to 2 micrograms/5 ml. 
blood. The exceptions are pentothal (maxi- 
mum density 300 mp and minimum density 
260 mut), and Butisol, Evipal or Mebaral 
whose maximum density is 243 mut and min- 
imum density is 230 mu. 

(3a) Barbiturate derivatives may be fur- 
ther confirmed by shifting pH to 10.5 with 
ammonium chloride and re-examine the 
ultra-violet range as in above test 2. A new 
maximum is produced at 240 mu. Butisol, 
Evipal or Mebaral do not produce any 
change with a shift in pH by adding am- 
monium chloride. 

(3b) Paper chromatography will assist in 
identification. 

(4) Some capsules may be suggestive by 
color. 


Pentobarbital: Yellow or brown 
Delvinal: Brown 

Seconal: Red 

Amytal: Blue 

Tuinal: Blue and red 


Treatment: Gastric lavage with water 
and tannin or activated charcoal. Cathartics. 
Avoid emetics if patient is depressed. An- 
tibiotics prophylactically to prevent secon- 
dary infection especially when in coma. 
Hemodialysis (artificial kidney) if available 
will hasten elimination and recovery. If 
respiration is normal, color good, and twitch- 
ing and corneal reflexes present, it may be 
advisable to “let patient sleep it off” watch- 
ing to prevent aspiration and for the pos- 
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sible development of respiratory difficulties. 
Keep air passages open, prevent aspira- 
tion. Artificial respiration and oxygen ther- 
apy with 5 “%-7% carbon dioxide as needed. 
To combat respiratory depression, artifi- 
cial respiration and oxygen usually may be 
effective and sufficient. The use of picrotox- 
in, metrazol or other strong analeptics is 
now believed to be ineffective and perhaps 
dangerous for patients in deep depression, 
and unnecessary for mild cases. Ritalin, 
Megimide (Bemegride), each have been re- 
ported with good results. If in shock, nor- 
epinephrine; fluids or blood are effective, if 
not contraindicated by pulmonary edema. 
Maintain body heat, water and electrolyte 
balance. Fluids and catheterization as needed. 


The real cost of medical care, in terms of 
hours of work to purchase it, is less today 
than it was 20 years ago. This is the conclu- 
sion of the American Medical Association’s 
Economic Research Department, based on 
data from the Bureau of Labor Statistics. 

“The time that a factory employee 
worked in 1959 to purchase a given ‘market 
basket’ of medical care was only 61 per cent 
of the amount of time required in 1939, a 
decrease of 39 per cent,” the A.M.A. re- 
ported in its fortnightly newspaper, the 
AMA News. 

To pay for physicians’ services required 
only 55 per cent as much working time in 
1959 as in 1939. In 1959, a worker could 
earn the money to pay for a constant quan- 
tity of surgeons’ services in less than half 
the time required in 1939. 

Optometric examinations and eyeglasses 
show that about 42 per cent of the time 
worked in 1939 was required in 1959 for the 


Real Cost of Medical Care Lower 


Coma may persist for several days with 
the long acting barbiturates. Prognosis is 


good if you can prevent anoxia and pneu- 
monia. 


Careful nursing is essential!! 


If levels are high (long acting derivative) , 
and artificial kidney is not available, an ex- 
change transfusion may be beneficial, es- 
pecially for children. 
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purchases of these medical goods and services. 

Only one part of medical care—hospital 
rates—required more working time to cover 
the increased cost. The factory worker in 
1959 put in 122 per cent of the time worked 
in 1939, in order to purchase the same quan- 
tity of hospital services. 

The A.M.A. pointed out, however, that 
qualitative changes in medical practices have 
resulted in shortened periods of hospitaliza- 
tion. Twenty years ago the average length 
of stay for a hemorrhoidectomy was 19.6 
days. Today it is 7.6 days. The average 
length of stay for an appendectomy was 13.5 
days; today it is only 6.7 days. 

“Included in this decrease of real cost 
of medical care is the higher quality of to- 
day’s service. Research and progress have 
produced drugs, technological instruments 
and improved methods in the management 
of disease which were non-existent 20 years 
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ago. 
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Cwnrent Currents 


LEGISLATION: This issue of Current Currents goes to press just as the administra- 
tion makes its bid to tie medical care for the aged to the Social Security program. 
Members are urged to watch for full details in the AMA News. 


THE TASK IS YOURS: At the risk of being repetitious, the following excerpt from 


the AMA News Extra of February 10 is reprinted because of its extreme importance 
to every physician: 


“American medicine and allied organizations, vitally important bastions of freedom in 
this country, have never faced a more deadly challenge than they do at this moment. 


Their foes, who have no concern for the niceties of truth or honor or ethics, are sys- 
tematically trying to undermine the confidence of the people in the free institution 
of medicine to win their goal—socialized medicine. 


The medical profession bears the brunt of this attack, and physicians can’t afford to 


close their eyes and hope when they open them again the whole unhappy business will 
have disappeared. 


They may awaken to the fact of government medicine. If they are socialized, their 
patients will be socialized as well. 


Physicians, individually and collectively, must wrest the initiative from the labor 


leaders and others who are determined to destroy free medicine. What can you, as 
a physician, do? 


You can explain to your patients the truth about socialized medicine, the danger in 
tying medical care to social security, the pitfalls in compulsory government medi- 


cine. You can explain what it would cost the people in terms of taxes and reduced 
quality of medical care. 


You can be prepared to talk about the problems before local civic groups and other 
organizations. You can participate with your local medical society in activities to 


inform the public You can help persuade other organizations to join your cause. 


You can make sure that everyone in your community with a legitimate need for med- 
ical care gets it regardless of ability to pay.” 


A.M.E.F.: A contribution to the American Medical Education Foundation is another 


way to which individual physicians can strike a telling blow in the battle to preserve 
freedom of American medicine. 


QUOTE OF THE MONTH: The AMA’s “PR Doctor”, commenting upon the chal- 
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lenges confronting medicine, said: “You don’t need a crystal ball to forecast that 
1961 will be a year of increasing challenge and crisis for the world of free medicine, 
as it will be for our whole democratic way of life in the international realm. The para- 
mount question which the medical profession must answer at this time is whether it 
is equal to the demands facing it in 1961, particularly whether it is prepared to stem 
a rising tide of support for government medicine. A losing proposition some may say 
—the die is already cast in favor of increasing government intervention in all phases 
of our economy. But this need not happen in the sphere of private medicine if we are 
willing to demonstrate to the world the indisputable superiority of our present system 
of medical care. This can be accomplished only if the profession, individually and 
collectively through its medical societies, makes a greater effort to provide adequate 
health care for every American regardless of his financial status, and to assume leader- 
ship in helping to solve important medical and health problems facing our nation to- 
day in such areas as medical care for the aged, mental illness, medical costs, medical 
recruitment, international medicine and others”. 


SERVICE CONTRACT RULING: The Washington Report on the Medical Sciences 
reports an interesting case involving a private medical practice group which sought to 


deduct, as business expense, the estimated value of service contracts that terminated 
over a period of years. It was the contention of the petitioner that each of the more 
than 8,000 contracts acquired by the group at time of purchase had an assigned value 
based on purchase price. Approximately $66,000.00 was written off as business expense 
when 2,200 of the contracts were subsequently terminated. Internal Revenue Service, 
however, said no. An appeal was then noted. 


In rejecting the appeal, the U. S$. Tax Court stated that the contracts comprised “‘a single, 
intangible, capital asset (which) had no limited or determinable useful life and could 
not be amortized. . .” 


FALLOUT SHELTERS: Physicians and their wives are, in some localities, setting 
excellent examples of civil defense preparedness by building fallout shelters in their 


homes. Members of the Woman’s Auxiliary to the AMA have been especially active in 
this field. 


Of interest to many will be a new 27 minute film showing a simple, step by step con- 
struction of a basement corner-type masonry block fallout shelter. The film, spon- 
sored by the National Concrete Masonry Association, should soon be available from 
State Civil Defense Offices. Prints may also be borrowed from concrete block producers. . 


DID YOU KNOW? Pennsylvania and Wisconsin have laws prohibiting women from 
working in dangerous or injurious occupations, and an Ohio law prohibits a woman 
from working as a pinsetter in a bowling alley. 
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Public Health .... 


Poliomyelitis in Virginia, 1960 


The pattern of poliomyelitis presented in 
Virginia in 1960 was different from what has 
been usually found. Throughout the United 
States the total number of cases was lower 
yet there was an increase in the paralytic 
rate. In this fact Virginia followed the pat- 
tern prevailing in this country. 

It was surprising that not a case of polio 
was reported in Virginia during the first 
six months of the year. In July, day after 
day went by without a report of the appear- 
ance of poliomyelitis. The end of the month 
came and it was believed that seven months 
had passed without a case. This dream was 
dispelled when, on August 2, two reports 
came to the State Department of Health; 
the first case reported had its onset in Dick- 
enson County on July 25, and the second case 
reported had developed in Mecklenburg 
County on July 9. The final count for the 
year showed that 58 cases had been reported 
through December. 

The usual pattern is for the disease to 
make its appearance by May, to rise to a peak 
in August, and to present a secondary peak 


CoLOR AND 
Sex 5-9 


Total 22 14 7 3 3 
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TABLE | 


NUMBER OF PARALYTIC AND Non-Paratytic Cases or Potio Rerportep BY AGE Groups 


PARALYTIC 


10-14 | 15-19 | 20-29 | 30-39 40-49 Unk. | Total!) 0-4 


2 | 53 3 


MACK I. SHANHOLTZ, M.D. 


State Health Commissioner of Virginia 


in September. The above figure shows that 
the first case occurred on July 9; that the 
first peak was reached during the week end- 
ing October 22; and that a second peak was 


FIGURE I 


Number of Cases 


96 bV2H5WIS3 
July August Sept. October Nov. December 
Weeks 


Figure I shows the number of cases of Poliomyelitis in 
Virginia per week by date of onset for the last 27 weeks 
of 1960. 


noted during the week ending November 5. 
In each instance the number of cases reported 
during these peak weeks was eight. 

In this table we see some significant facts 
that are different from the polio picture that 
we formerly recognized. 

The first is that the number of cases of 
paralytic poliomyelitis so greatly exceeds the 


Non-PARALYTIEC 


Grand 
5-9 10-14 | Total} Total 


19 2 ] 3 22 


*CM-7, CM-49, WM-19, WF-6 died. No Salk vaccine. 
Table I shows number of cases by color, sex, age group and whether paralytic or non-paralytic. 


: 
4 
ir | 3 
1 
2 
W-M 6 5 2 l 
W-F 6 10 10 
C-M 2 2 20 | 21 : 
; C-F 3 | 1 4 | 1 1 5 


number of non-paralytic cases. This may be 
due to several causes. It is recognized today 
that viruses other than the polio viruses cause 
illnesses that resemble polio and unless it can 
be proved that the disease-producing agent 
is one of the polio viruses, in the absence of 
paralysis, physicians are loath to diagnose the 
condition as poliomyelitis. Even when pa- 
ralysis is present, it is wise to attempt to iso- 
late the virus for identification as other 
viruses can cause paralysis. 

The second fact, one that has been noted 
for the past few years, is that the most vul- 
nerable age group is 0-4 years; formerly it 
was the 5-9 year age group. This may have 
been brought about by the widespread vac- 
cination programs that have been set up in 
which the vaccine has been carried to the 
schools. It is a known fact that the groups 


TABLE II 


VACCINATION STATUS OF REPORTED CaAsEs 


are less well immunized than the white 
people. 

Poliomyelitis was reported from only 25 
of the 98 counties of the State and from 
only 6 of the cities. There were no epi- 
demics though Rockingham County, where 
an epidemic occurred in 1958, reported 7 
cases and the City of Richmond reported 7. 
In Rockingham County, the first two cases 
had onset in September and the third in the 
middle of October. These were located in 
the northwestern section of the county. The 
last four cases were in the Dayton-Bridge- 
water area and their onsets were in Novem- 
ber. These four were children of people who 
for some reason have opposed polio immuni- 
zation. The cases in Richmond were scat- 
tered from August 3 to November 17; six 
of the seven cases were in Negroes. 


PARALYTIC 


Non-PARALYTIC 


to 


No. or Doses 0) 1 


Unknown 
0-4 

5-9 

10-14 
15-19 
20-29 
30-39 
40-49 


Totals 


above 4 years of age are better vaccinated 
than infants and toddlers. 

A very striking fact is the large number of 
colored people who were stricken. Before 
the era of Salk vaccine, poliomyelitis was 
comparatively rare in the colored popula- 
tion. In 1960, forty-five percent of the cases 
and two of the four deaths occurred in Ne- 
groes. Surveys made in 1959 in several areas 
of Virginia showed that the colored citizens 
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The above table shows the number of 
doses of Salk vaccine which had been re- 
ceived by the patients reported in the va- 
rious age groups, both paralytic and non- 
paralytic. 

Thirty-four of the 58 cases had had no 
Salk vaccine and 44 of the 58 had received 
fewer than the three doses considered to be 
the number necessary for full immunization. 
A booster dose, to be administered one year 
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after the immunization series, is advised and 
only one of the 58 had been given this dose. 
The vaccination status of one of the reported 
cases is unknown at this time. The four 
deaths recorded occurred in persons who had 
received no Salk vaccine. 

The facts shown in reviewing the polio- 
myelitis cases reported in Virginia in 1960 
emphasize the need for more extensive im- 
munization through the use of polio vaccine. 
This is especially true for the age group 0-4 
years and for those living in isolated and sub- 
standard areas. Though every county and 
city in the State has pushed the adminis- 
tration of Salk vaccine, there are still many 
who do not see fit to heed the advice given 
that all persons 40 years of age and under 
should be protected with the vaccine. Many 
adults think that “it can’t happen to me” 
and do not bother to be immunized. Many 
parents are not assuming their responsibility 
to protect their children. What could be 
sadder than for a child to be crippled or to 


lose his life because an indifferent parent has 
not given him a chance to become immu- 
nized against a disease for which there is a 
protecting agent? There is still opportunity 
to obtain partial immunization before the 
1961 polio season starts. 

It has been announced, and the announce- 
ment has been repeated, that oral poliomye- 
litis vaccine will not be generally available 
until 1962. Delay because one would prefer 
to ingest vaccine rather than have it “stuck 
in with a needle” is not advised. It has not 
been established under what conditions, to 
what groups, or just how the oral vaccine 
will be administered. 

The less chance the virus has to establish 
itself in an individual, the less chance it has 
to spread. It follows that the more people 
there are who become immunized, the less 
chance the virus will have to find an indi- 
vidual who is susceptible and in whom it can 
grow and reproduce itself. By being vac- 
cinated you help others as well as yourself. 


MoNTHLY Report OF BUREAU OF COMMUNICABLE DISEASES 


Brucellosis 
Diphtheria 
Hepatitis (Infectious) 


Measles 

Meningococcal Infections 
Aseptic Meningitis 
Poliomyelitis 

Rabies (In animals) 
Rocky Mt. Spotted Fever 
Streptococcal Infections 
Tularemia 

Typhoid 
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Cancer Trends.... 


A Matter of Natural History 


The natural history of disease represents 
an ever present yardstick against which the 
efficacy of therapy can be measured. No 
complete history of cancer in human beings 
is known, but by virtue of manifestation, 
several neoplastic processes lend themselves 
readily to such retrospective evaluation. Ob- 
viously, time of onset of symptoms with 
subsequent proof of existence of the neo- 
plasm constitutes a reasonably reliable, but 
admittedly incomplete detailing of the life 
span of a given tumor. We have done this 
with regard to bladder carcinoma’ and 
Welch and Nathanson have documented the 
life expectancy of patients with malignan- 
cies arising in a variety of sites.2*"** Un- 
fortunately for all concerned, cancer does 
not always behave the way we think or feel 
it should. Obvious disparity of survival 
between cases of untreated cancer arising 
in the same site but in different hosts can 
be recalled by clinicians with even scant ex- 
perience. Hence it becomes obvious that 
accurate records and objective techniques in 
reporting are paramount in the detailing of 
the history of untreated neoplastic disease. 
Otherwise, the efficacy of the therapeutic 
efforts may never be appreciated. 


Of the many malignancies about which 
little is known regarding the natural his- 
tory, prostatic carcinoma is one of the most 
common. Even though over twelve thou- 
sand men die from prostatic carcinoma in 
the United States annually, far more men 
over the age of fifty-five die with the dis- 
ease. Certain it is that in over fifteen per 
cent of all the men in the United States fifty 
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years of age and over there resides at least 
one segment of prostatic tissue that will 
satisfy all the histologic criteria of cancer.' 
At present no reliable means of detecting 
these lesions are available short of actual 
open perineal biopsy for there are no clinical 
manifestations of the disease. Hudson has 
conducted a study, biopsying by open tech- 
nique the prostates of men in whom neo- 
plasm was suspected.” Thirteen per cent 
were proven to have histological evidence 
of cancer, yet no urinary or systemic symp- 
toms and no physical findings in the great 
majority suggested the presence of this area 
of neoplasm. Equally as certain is the fact 
that at least eight-five per cent of all clin- 
ically manifest carcinoma of the prostate 
cannot be cured by any means when the 
patient is first seen by a urologist. Some- 
where in between these two extremes there 
lies a period during which the tumor is man- 
ifest in terms of an incidentally found area 
of stony hard induration in the prostate 
that has not extended beyond the gland lo- 
cally, nor has it metastasized to distant nodes 
or bone. Even though a precise estimate 
cannot be made as to the length of time 
required for a given tumor to progress from 
a latent cancer to a clinically manifest one, 
from available statistics Hirst and Bergman 
have calculated that it takes about twenty 
years for this alteration in biological poten- 
tial to occur.* Obviously, the inclusion of 
treated patients with histological carcinoma 
that is biologically inactive in terms of host 
compromise with a series of treated patients 
with clinically manifest cancer will mightily 
influence the result of the treatment in terms 
of five year survival. Indeed, it might be 
speculated that those patients with latent 
carcinoma survive in spite of the therapy. 
Even when manifestation is in the form of 
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a stony hard nodule, we are in something of 
a moral dilemma regarding therapy because 
there are no truly reliable statistics concern- 
ing the period of time that usually elapses 
between localized, manifest carcinoma and 
locally invasive disease which indicate in- 
operability. As surgeons, our attitude is to 
remove such tumors by radical perineal or 
retropubic prostatectomy, but at present 
this conviction is based more on emotion 
than logic. 

More and more attention is being directed 
to the result of no therapy in incidentally 
found latent cancer and there is distinct 
evidence that such individuals survive about 
as well as the actuarial expectancy.’ The 
more tissue found to be malignant, the 
poorer the survival, however, even though 
the malignancy was unsuspected when re- 
moved.* Similar results were obtained when 
radical perineal prostatectomy was carried 
out in manifest malignancy.” The more lo- 
calized the disease, the better the five year 
survival. 

Only after more time has elapsed and 
most particularly only after careful evalu- 
ation of every untreated patient known to 
have latent carcinoma will we be in a secure 
clinical position to select or reject patients 
for definitive extirpative therapy. Several 
major questions remain unanswered in the 
natural, untreated history of prostatic can- 
cer. Two are pressing: after what length 
of time does the latent cancer become man- 
ifest and how long does the disease remain 
manifest before metastases occur? Only 
when these questions are answered can we 
proceed with certainty. 
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Mental Health .... 


A Controlled Study of After-Care 


Over two years ago Colorado, Michigan, 
Pennsylvania, Kentucky, and Virginia, with 
technical and financial assistance from 
Smith, Kline and French Laboratories, set up 
a controlled investigation of after-care in 
State mental health programs. In brief, all 
patients released from one hospital in each 
state (and meeting certain diagnostic re- 
quirements) were randomly assigned to one 
of two groups, (1) the control or conven- 
tional procedure group and (2) the after- 
care or study group. In other words, a ran- 
dom assignment into one of these two groups 
caused certain patients when released to 
forge for themselves whereas certain others 
were assigned to a regular program of fol- 
low-up visits to psychiatrists and social 
workers. Patients discharged with geriatric 
disorders, mental deficiency, alcoholism, or 
organic brain disease were excluded from this 
study. Also, those patients who could not 
be safely released unless to report to a follow- 
up program were not included. Such ex- 
cluded patients were seen as they would have 
been otherwise, but had no direct influence 
on the study. 

After 10 months a team of skilled social 
workers visited the patients who had not 
had any definitive “after-care” to learn their 
status. This group was then compared to 
the “study group” who had been regularly 
seen. 

If satisfactory adjustment in the commu- 
nity was reported, the trial visit was consid- 
ered a success. If the patients had been re- 
turned to the hospital, the case was rated 
as a failure. 
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The entire study consisted of 116 patients, 
54 of which were in the study group and 
62 who were in the control group. The dis- 
tribution of the types of illness, the age 
groups and the range of ages were approxi- 
mately the same in the two groups at the 
end of the study period. These details have 
been reported elsewhere.’ 


It was not possible to learn (because of 
inadequate data) how many patients in the 
control group took drugs. It was the def- 
inite impression of social workers who made 
the survey that the majority of the control 
cases did not take drugs, after they ran out 
of the short supply furnished to them at the 
time of leaving the hospital. Approximately 
85° of the study group who were being 
regularly seen received drugs. Since all pa- 
tients in both groups were followed until the 
last day of the study, it was possible to cal- 
culate the actual number of days out of the 
hospital for both groups, as well as a rehos- 
pitalization rate for both groups. These data 
are summarized in Table I. Since a number 
of patients who were assigned to the after- 
care group did not keep their appointments 
and did not participate, they were excluded 
from the analysis. 


Tas_e I—Summary of Results? 
PARTICIPATING STATES 


Composite 
Aver- 


Criteria Colo. Ky. Mich. Penn. Va. age 


Control Group 
No. of Patients 
Studied 77 55 90 38 62 
Per Cent 
Rehospitalized 24.7. 21.8 50.0 26.3 43.5 35.1 


After-care Group 
No. of Patients 
Studied 64 42 71 43 54 
Per Cent 
Rehospitalized 17.2 14.3 11.3 163 148 14.6 
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Considerable dissimilarity, both geograph- 
ical and organizational, existed in the after- 
care programs of the various states. It is 
surprising, therefore, that the results of the 
various participating states are so similar, 
particularly in the “after-care group”. The 
dissimilarities in the control group as seen in 
the table above show a higher percentage of 
rehospitalization in Michigan and Virginia. 
Many things could be considered to explain 
this, not the least being that the patients who 
have had a not-too-unpleasant hospital stay 
are more willing to return to a hospital. 
Other things such as community attitudes 


and socio-economic conditions are important 
factors. A composite average of 35.1% of 
returns to the hospital for those who did not 
have after-care coincides very closely with 
the national rehospitalization rate. 

It is obvious that the relapse rate can be 
sharply reduced by an after-care program. 


REFERENCES 
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Prevent Kidney Stones 


If as much attention were paid to the diet 
of adults as it is to children, “tremendous 
strides” could be made in preventing kidney 
stones, according to Dr. Hans H. Zinsser, 
New York City. 

“Among the most striking changes in 
pediatric practice over the past 30 years has 
been the gradual disappearance in the United 
States of the problem [of kidney stones] 

in children,’ Dr. Zinsser said in the 
December 17th Journal of the American 
Medical Association. 

“Increasing attention to the nutritional 
problems of children is the only common 
factor to which this progress can be attrib- 
uted. It seems highly likely, if similar atten- 
tion is paid to the diet of adults in the United 
States and to children in the rest of the 
world, that tremendous strides can be made 
in the prevention and eradication of the 
stone problem.” 

Attention should be directed to relative 
deficiencies within known nutritional in- 
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takes rather than to any single deficiency. 

“The American diet, like that of many 
other countries, is higher in milk products 
than is necessary for bone maintenance in 
adults. Whereas the normal individual may 
tolerate urinary calcium loads of several 
grams a day, it is unlikely that the patient 
shown to have a predilection for forming 
kidney stones can do the same.” 

He also pointed out that some commonly 
used antacid preparations are high in calcium 
carbonate content. 

The origin of a number of calcium stones 
has been traced to the administration of 
some multiple vitamin preparations creating 
an excess of vitamin D which has an adverse 
effect on calcium balance. 

Controlling diet, however, cannot elim- 
inate all kidney stones since some are caused 
by infection. 

Dr. Zinsser is associated with the Depart- 
ment of Urology, Columbia University Col- 
lege of Physicians and Surgeons. 


Pre-Paid Medical Care... . 


The Cost of Medical Care 


BENJAMIN W. RAWLES, Jr., M.D. 
Richmond, Virginia 


Today, to be able to practice the art and 
science of medicine under our free-enter- 
prise system and with no concern about the 
cost of medical care would be an ideal situa- 
tion, one which all physicians undoubtedly 
would welcome most gratefully. But the 
trends, social and political, of the past several 
years point all too obviously to the fact that 
if we do not concern ourselves more with the 
economic aspects of medicine, the public in 
general will join with Labor and other 
groups to demand that governmental con- 
trols and regulations supersede free-enter- 
prise. It may already be too late to prevent 
this. Nonetheless, with the hope that further 
restrictions upon individual freedoms might 
yet be forestalled, and with the knowledge 
that bureaucratic control will undoubtedly 
lower the quality of medical care while ac- 
tually increasing its cost, we as physicians 
now must make sure that each medical dol- 
lar is safeguarded and not spent unneces- 
sarily. 

The dollar-wastage of unnecessary hos- 
pitalization and excessive utilization is of 
growing concern, not only to Blue Cross and 
the private indemnity companies, but also 
to the public in general. That there is wast- 
age of medical dollars here in Virginia is 
evidenced by the fact that the Blue Cross 
patients in this State have an average length 
of hospital stay greater by almost a full day 
than the average of all Blue Cross patients 
across the nation. Does this indicate that our 
patients are sicker and, therefore, require 
longer hospitalization, or does it indicate a 
different pattern of practice? 
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In an effort to prevent unnecessary hos- 
pital admissions and also to curtail unneces- 
sarily long hospital stays, the largest of our 
Blue Cross Plans here in Virginia has had to 
add certain contractual controls. Early in 
1960 a $50 deductible policy was instituted 
for individuals and groups not experience 
rated. Subsequently, it was necessary to add 
a co-insurance feature in an effort to further 
reduce the utilization rate. Under this ar- 
rangement, a $12.00 a day limit is provided 
for the cost of room and board. This means 
that the Plan-member is responsible, on the 
average, for an additional $3.00-$4.00 per 
day for the cost of a bed in a two-unit room. 
It is hoped that these two measures will re- 
duce the utilization rate and the average 
stay, but it is too early to tell what actual 
effect these changes will have. 

Some physicians argue that they should 
not have to police hospital admissions or 
discharges. However, it is obvious that un- 
less we make it our concern, we will find 
that others will make it theirs. In any event, 
a physician should welcome the opportunity 
of self-analysis of his medical practice pat- 
terns, to the end that the quality of the care 
rendered to his patients will be improved and 
the costs kept to a minimum, without en- 
dangering the medical service rendered the 
individual. 

Except in the admission of extreme emer- 
gencies, the physician controls a large part 
of the cost of hospitalization. Approxi- 
mately sixty percent of hospital costs are 
under the direct influence of the attending 
physician. At first reading, this might be 
hard to believe. But we must remember 
that it is the physician who decides whether 
hospitalization is necessary for the best inter- 
est of the patient, and subsequently he is 
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responsible for ordering drugs, laboratory 
procedures, radiological examinations, phys- 
ical therapy, electrocardiograms, and other 
special examinations and treatments. Fi- 
nally, the decision to discharge the patient is 
the physician’s, although in some instances it 
would seem that the exact date of discharge 
is dictated by the patient for his conven- 
lence. 

Why should utilization of hospital facili- 
ties be of any concern to us as physicians? 
If the individual patient were paying the en- 
tire cost of hospitalization from his own 
funds, we could let him spend his money as 
he wishes. However, since fifty-four percent 
of all Virginians' are covered either by Blue 
Cross or by private indemnity insurance, and 
the annual cost to these many people is de- 
termined by utilization experience, it has to 
be our concern. A continuing increase in 
the cost of food, supplies and labor, over 
which we have no control, is going to bring 
about progressive increases in prepayment 
rates. If, to this, we add the cost of unjusti- 
fied hospitalization, the voluntary prepay- 
ment system will soon price itself out of the 
market—to be replaced by an even more 
costly and less efficient government program 
of medical care. There is also one other rea- 
son why we should be concerned. If patients 
are unnecessarily admitted, beds may not be 
available at all times for acutely ill patients. 
In other words, at many hospitals bed-re- 


1. “Source Book of Health Insurance Data—1960” 
Health Insurance Institute. 
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serves are almost non-existent because the 
beds are occupied by patients who might 
just as well be treated as out-patients or 
treated at home. 

If we truly have the best interests of the 
patient at heart and wish to maintain for 
that patient and ourselves the present system 
of the practice of medicine, how can we jus- 
tify additional days of hospitalization for 
the patient’s personal convenience? How 
can we justify the admission of ambulatory 
patients for x-ray examinations or for phys- 
ical therapy? How can we justify ordering 
questionable drugs or diagnostic procedures, 
just because the patient has prepaid coverage 
of the expenses involved? We cannot. 

Delay in ordering indicated studies for the 
work-up of the patient, delay in requesting 
necessary consultations, ordering expensive 
and unnecessary drugs, failure to cancel or- 
ders when no longer needed—all add to the 
cost of hospitalization and will result in pri- 
vate indemnity contracts covering a smaller 
percentage of that cost and in increases of 
Blue Cross rates. 


We do not want anything denied our pa- 
tients, regardless of cost, that might be neces- 
sary for their welfare and recovery, but we 
have an obligation to patients and to our- 
selves periodically to analyze the pattern of 
our practice. This is the only way we can 
maintain the free choice of physician system 
of medical practice. 

Will we accept the challenge? 


ay 
e 
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The Medical Society of Virginia .... 


Minutes of Council Meeting 


A meeting of the Council of The Medical 
Society of Virginia was called to order by 
Dr. Guy W. Horsley, President, January 11, 
1961, at Society Headquarters. Attending 
were Dr. Horsley, Dr. Russell Buxton, Dr. 
Mallory Andrews, Dr. Harry J. Warthen, 
Dr. Paul Hogg, Dr. K. K. Wallace, Dr. 
Thomas W. Murrell, Jr., Dr. Fletcher J. 
Wright, Dr. William N. Thompson, Dr. Al- 
exander McCausland, Dr. Dennis P. Mc- 
Carty, Dr. James G. Willis, Dr. W. Fredric 
Delp and Dr. Richard E. Palmer. Also in 
attendance were Dr. Harold W. Miller, 3rd 
Vice-President, Dr. Vincent W. Archer, 
Delegate to AMA, Dr. W. Linwood Ball, 
Delegate to AMA, Dr. Kinloch Nelson, 
Vice-Speaker of the House of Delegates, Dr. 
Russell M. Cox, Secretary-Treasurer of the 
Virginia State Board of Medical Examiners, 
Dr. Richard Ackart, Executive Director of 
Virginia Medical Service Association, and 
Mr. John B. Duval, attorney for the Society. 

Dr. Horsley acquainted Council with the 
problem confronting the Virginia Medical 
Service Association with respect to payments 
being made for services performed by in- 
ternes and residents. It was pointed out that 
this arrangement only applies to certain de- 
partments at the University of Virginia, and 
only then in certain instances. Dr. Ackart 
stated that the present Blue Shield contract 
excludes payment for services by internes 
and residents, and the situation at the Uni- 
versity must be considered as an extra con- 
tractual arrangement. The arrangement was 
actually set up to take care of a situation 
which exists only at teaching hospitals. 

A motion was then introduced which 
would recommend to the Richmond Blue 
Shield Board that the present contract be 
left unchanged and that it be policed as 
worded. The motion was seconded. 


During the ensuing discussion, Council 
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was asked how a teaching hospital can ac- 
complish its purpose should the present pol- 
icy be discontinued. It was pointed out that 
in Rochester 95°% of the population are 
covered by Blue Shield. Dr. Andrews then 
requested that his motion be withdrawn. 

A substitute motion to change the word- 
ing of the physician’s affidavit on the claim 
form was lost for lack of a second. Another 
substitute motion was introduced referring 
the entire question to the Committee on 
Medical Service for further study. This mo- 
tion was also lost for want of a second. 

Dr. Horsley then ruled that Dr. Andrews’ 
original motion could not be withdrawn 
since the Councilor who had seconded it did 
not consent. 


It was agreed to amend the original mo- 
tion to read as follows: 


“It is moved that the Council of The 
Medical Society of Virginia recommend 
to the Board of the Virginia Medical Serv- 
ice Association that the present contract 
remain unchanged and that it be policed 
as worded. 


It is further moved that, regardless of 
action at this time, the question be re- 
ferred to an appropriate committee of the 
Society for further study.” 


The motion carried. 


Another question concerning Blue Shield 
payments was raised—this one having to do 
with payments to practitioners other than 
M.D.’s. It was brought out that under the 
new government employee contracts, pay- 
ments must be made to osteopaths, podia- 
trists, etc. Dr. Wallace then reported that 
a resolution had recently been adopted by 
the Norfolk County Medical Society oppos- 
ing payment by Blue Shield for services 
performed by practitioners other than 
M.D.’s. It was also mentioned that the Board 
of the Virginia Medical Service Association 
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felt the same. It was moved and adopted 
that Council support the Board’s decision. 

Council was advised that a modification 
to the roof of the Headquarters building was 
necessary to correct a major defect which 
had resulted in two damaging flood condi- 
tions within the building. There was some 
discussion concerning whether or not the 
architect and contractor might be respon- 
sible and it was generally agreed that the 
matter should be referred to the House Com- 
mittee and Mr. Duval for such action as they 
believe necessary. A motion to this effect 
was adopted. 

Council was then advised that some prog- 
ress had been made toward developing a 
retirement plan for physicians’ office as- 
sistants. It was moved that the matter be 
referred to the Insurance Committee for its 
study and recommendation. The motion 
carried. 

Council was then asked whether the pres- 
ent method of reimbursing the Society’s del- 
egates to AMA for their expenses was ade- 
quate. It was explained that delegates are 
presently paid a $20.00 per diem in addition 
to the cost of transportation. Brought out 
was the fact that costs have been steadily 
mounting and in many cities, the $20.00 per 
diem barely pays for the hotel room. It was 
also learned that delegates sometimes pay as 
much as $12.50 for dinners which are ar- 
ranged especially for them. 

It was moved that all reasonable and legi- 
timate expenses incurred by the delegates be 
paid by the Society. Delegates would be ex- 
pected to submit an itemized expense ac- 
count. The motion was adopted. 

Dr. Horsley explained the procedure fol- 
lowed by the Governor’s Commission on the 
Aging in recommending delegates to the 
White House Conference. He reported on 
a meeting between the Executive Secretary 
and the Commissioner on Aging and stated 
that a better understanding between the So- 
ciety and the Commission was developing. 

The President then called attention to the 
fact that the Society has no definite policy 
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concerning sick leave for its employees. He 
also stated that it might be well to take a new 
look at the vacation policy which currently 
exists. Each employee is now granted two 
weeks each year, regardless of service. Dr. 
Wright called attention to a recent article 
in Medical Economics dealing with these 
very questions. It was also mentioned that 
many organizations solve the sick leave 
problems through the medium of sickness 
and accident insurance. It was then moved 
that the question of sick leave and vaca- 
tions be referred to an appropriate commit- 
tee for study and recommendations. The 
motion carried. 


Dr. Horsley then raised a question con- 
cerning whether the Society should consider 
a Christmas bonus for its employees. He 
explained that the question was being raised 
although the Executive Secretary had hoped 
it would not be included on the agenda. It 
was mentioned that industry in many in- 
stances awarded each employee one week’s 
pay. It was moved that the question be 
referred to the Finance Committee for 
study. The motion carried. 

Next on the agenda was a request from 
the Virginia “Food Comes First” Commit- 
tee that the Society again make a contri- 
bution in order that two teenagers might be 
sent to the National “Food Comes First” 
Conference in Chicago. The Society had 
contributed $50.00 last year. The Virginia 
Committee was formed by the Virginia 
Farm Bureau Federation, one of the Society’s 
strong allies. It was agreed that $50.00 should 
once again be contributed. 

A question was raised concerning the ad- 
visability of having the various specialty 
groups appoint delegates to represent them 
at the Annual Meeting. Although it was 
learned that AMA accepts delegates from 
the various sections, it was believed that such 
a policy would serve no really good purpose 
at the State level. A motion that the matter 
be referred to an appropriate committee for 
study was withdrawn. 


It was then moved that the present pol- 
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icy of appointing delegates be left un- 
changed. The motion was adopted. It was 
also moved that the names of any observer 
delegates appointed by specialty groups not 
be published. It was believed that this might 
Cause some misunderstanding and confusion. 
The motion carried. 

It was announced that a special VALC 
Committee would meet in Richmond on 
January 26 to consider the question of milk 
sanitation control. It was recalled, too, that 
the House of Delegates had adopted a reso- 
lution in October approving a tentative 
agreement that had been reached between 
the State Commission of Health and the 
Commission of Agriculture. The agreement 
was that the Department of Agriculture 
would be responsible for the inspection of 
milk on the farm and all the way to the 
processing plant. The Department of Health 
would take over this responsibility at the 
processing plant and all the way to the con- 
sumer. It was believed that the Society 
should be represented at the VALC hearing, 
and a motion was introduced authorizing 
the President to appoint a representative. 
The motion carried. 

A letter from the President of the Norfolk 
County Medical Society inviting The Med- 
ical Society of Virginia to hold its 1964 
Annual Meeting in Norfolk was read. It 
was moved that the Society accept the in- 
vitation and that available dates be obtained 
as soon as possible. The motion was adopted 
unanimously. 

Council was informed that the American 
Medical Association was considering the ad- 
visability of establishing a National Political 
Action Committee. After considerable dis- 
cussion, it was agreed that while there were 
certain valid objections, Council should not 
turn its back completely on such an idea. 
It was recognized that the time might well 
be near when such a committee might be- 
come necessary. It was also thought that 
perhaps a mild protest should be made con- 
cerning the proposed name of the commit- 
tee. It was thought that the word “Advi- 
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sory” should be substituted for the word 
“Action”. 

A motion approving in principle the for- 
mation of a National Political Advisory 
Committee was then adopted. 

Dr. Russell Cox, Secretary of the State 
Board of Medical Examiners, was invited to 
advise Council of any matters he believed 
should be brought to its attention. Dr. Cox 
reported that the Board appears to be well 
on its way to solving the problem of foreign 
graduates as far as licensure is concerned. 
He also reported that it might be necessary 
for the Board to request an increase in the 
annual registration fee. Additional income 
is necessary if the Board is to properly carry 
out its responsibilities. The present fee is 
$1.00 and the increase might possibly be to 
$3.00. Dr. Cox also stated that some thought 
is being given to proposing certain changes 
which will make the Medical Practice Act 
a more effective vehicle. It is believed that 
many things in the Act should be deleted 
and, instead, included in the By-Laws of the 
Board. 

Dr. Ball then advised Council that the 
Virginia delegation to AMA had introduced 
the resolution on the Joint Commission on 
Accreditation of Hospitals as directed by the 
House of Delegates last October. He stated 
that the problems set forth in the resolution 
had been covered in a special report of the 
AMA Board of Trustees. This special re- 
port was adopted by the AMA House of 
Delegates during the Interim Session in 
Washington. 

Council was briefed on the very fine 
Health Careers Recruitment Program being 
carried on by the Virginia Council on Health 
and Medical Care and an endorsement of 
the program was requested. The following 
resolution was then adopted: “RESOLVED 
that The Medical Society of Virginia endorse 
the excellent Health Careers Recruitment 
Program being carried on under the direc- 
tion of the Virginia Council on Health and 
Medical Care, and that all component med- 
ical societies and individual members coop- 
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erate with the Council in order to assure the 
success of the program.” 

Considered next was the advisability of 
arranging another luncheon meeting with 
Virginia’s Congressional representatives. 
Everyone agreed that the meeting last year 
was one of the most worthwhile things ever 
attempted. It was moved that arrangements 
for such a meeting be left entirely to Dr. 
Archer, Chairman of the Committee on Na- 
tional Legislation. The motion was adopted. 

The Executive Secretary was then di- 
rected to arrange with AMA for copies of 
the “Legislative Roundup” to be sent each 
member of Council. 

A letter from the National Foundation 
requesting the Society to submit nomination 
for the Foundation’s Award Committee was 
read by Dr. Horsley. It was moved that the 
President be authorized to submit three 
names for the Foundation’s consideration. 
The motion carried. 

Dr. Horsley reported that a Cancer Co- 
ordinating Committee has recently been 
formed in Virginia and that, in his opinion, 


the Society’s representative should be the 
Chairman of its own Cancer Committee. It 
was then moved and passed that the Presi- 
dent be authorized to appoint a representa- 
tive to the Coordinating Committee. 

Dr. Palmer stated that the operation of 
emergency rooms in some hospitals would 
undoubtedly be affected by the AMA deci- 
sion on foreign graduates who have not 
passed the ECFMG examination. The ques- 
tion was raised as to whether the hiring of 
physicians to actually operate emergency 
rooms and care for indigent patients might 
be the solution. It was reported that there 
are several hospitals, thought to be in Texas 
and Colorado, which have physicians on a 
retainer basis. It was decided to refer this 
question to the Committee on Medical Serv- 
ice. 

There being no further business, the meet- 
ing was adjourned. 


Rosert I. Howarp, Secretary 
Approved: 
Guy W. Horsey, M.D., President 


Forced Retirement Declining 


Compulsory retirement of employees at 
age 6§ is on the decline, according to the 
December 31st Journal of the American 
Medical Association. 

“In recent years some companies, as well 
as the public, seem to favor a more liberal 
retirement policy,” a Journal editorial said. 
“One reason for the change in public opin- 
ion is that more employees are in good health 
at 65 today than a generation ago and con- 
tinue to use their experience and skill to the 
benefit of their employers as well as to them- 
selves. 

“The American Medical Association Com- 
mittee on Aging asked labor and industry 
to re-evaluate their support of arbitrary re- 
tirement systems, and a sizeable number of 
firms did liberalize their retirement pro- 
grams.” 
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The editorial quoted a statement by for- 
mer A.M.A. President Louis Orr, Orlando, 
Fla., which said: 

“There is no scientific rhyme or reason for 
selecting 65 as the magic number separating 
the productive from the non-productive, the 
healthy from the unhealthy. Physicians have 
no convenient rule of thumb definition for 
old age. ... 

“In America, our attitude toward the 
aging has undoubtedly contributed to the 
steadily increasing number of persons 65- 
and-over in mental hospitals. In Japan, a 
society which traditionally assigns positive 
assets and values to aging, mental illness ac- 
tually decreases with age. ... 

“The dangers of compulsory retirement 
are clear and urgent.” 
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Woman’ Aumiliary.... 


President 


President-Elect 


Mrs. F. Clyde Bedsaul, Floyd 

Mrs. William F. Grigg, Jr., Richmond 
Mrs. Robert Keeling, South Hill 

Mrs. Theodore McCord, Fairfax 

Mrs. Byron Eberly, Portsmouth 


Mrs. A. B. Gravatt, Jr., Kilmarnock 
Corresponding Secretary Mrs. J. Glenn Cox, Hillsville 


Mrs. James M. Moss, Alexandria 


Vice-Presidents 


Recording Secretary 


Treasurer 
Publications Chairman Mrs. Custis L. Coleman, Richmond 


Directors Mrs. Walter A. Porter, Hillsville 


Mrs. Charles A. Easley, Jr., Danville 
Mrs. John R. St. George, Portsmouth 


Annual Meeting. 


The Thirty-Eighth Annual Meeting of 
the Woman’s Auxiliary to The Medical So- 
ciety of Virginia convened in the Sun Parlor 
of the Cavalier Hotel on Tuesday, October 
11, 1960, at 9:00 A.M., with Mrs. Walter 
Porter, President, presiding. 

Mrs. Hawes Campbell, Convention Chap- 
lain, gave the invocation. 

The Pledge of Loyalty to the Woman’s 
Auxiliary to the American Medical Associa- 
tion was read in unison. 

Mrs. Porter introduced Dr. Guy Horsley, 
President of The Medical Society of Virginia, 
who gave a brief address emphasizing the 
importance of the Auxiliary members as 
public relation agents. 

Mrs. Porter recognized Mrs. Joseph T. 
McFadden, President of the Norfolk County 
Auxiliary, who gave the Address of Wel- 
come. 

Mrs. Robert L. Norment, President of the 
Auxiliary to the Arlington Medical Society, 
gave the Response to the Welcome. 

Mrs. Robert Keeling, Recording Secre- 
tary, called the roll with thirty-eight mem- 
bers responding. The minutes of the Thirty- 
Seventh Annual Convention were read and 
accepted as approved by the reading com- 
mittee. 

Mrs. Porter presented as Honored Guests, 
Mrs. William Mackersie, President of the 
Woman’s Auxiliary to the American Med- 
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ical Association, and Mrs. John M. Chenault, 
President of the Woman’s Auxiliary to the 
Southern Medical Association. Mrs. Porter 
also recognized Mrs. Kalford W. Howard as 
President-Elect of Southern. 

Mrs. H. H. Braxton conducted an “In 
Memoriam” service for the following de- 
ceased members: 


Mrs. Ralph S. Faris 

Mrs. Claude Marshall Lee 
Mrs. P. E. Lilly 

Mrs. J. Walker Jackson 
Mrs. Aubrey L. Shelton 


Mrs. James Moss, Treasurer, gave her re- 
port as follows: balance in treasury, $2,- 
880.62. This report was accepted and filed 
for audit. 

There being no unfinished business, the 
program proceeded with the introduction of 
new business. 

Mrs. F. Clyde Bedsaul presented the 
Rockingham Auxiliary with five dollars as 
an award for first place in the scrap book 
contest. Mrs. Walter Porter presented the 
Portsmouth Auxiliary with five dollars as 
an award for first place in the Exhibit con- 
test. She also presented the Newport News 
Auxiliary with the A. M. E. F. Certificate of 
Achievement. 

The following recommendations from the 
Board were read by the Secretary who moved 
their adoption: 


That the proposéd budget for 1960-61 
be accepted as read. 


That the by-laws be revised for the next 
year. 


These recommendations were- adopted as 
read. 

Mrs. Walter Porter read her Annual Re- 
port to the Convention. 

Mrs. F. Clyde Bedsaul gave a report of 
Delegates to the Woman’s Auxiliary to the 
American Medical Association. 
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Mrs. Porter recognized Mrs. C. C. Hat- 
field, who stressed the importance of sub- 
scribing to the Bulletin. Southwestern Aux- 
iliary was awarded five dollars for having 
the largest increase in Bulletin subscriptions 
in the past year. 

In the absence of Mrs. E. Lynwood Bagby, 
Mrs. Charles Easley gave the report of the 
nominating committee as follows: 


President: Mrs. F. Clyde Bedsaul 
President-Elect: Mrs. William Grigg 

Ist Vice President: Mrs. Robert Keeling 
2nd Vice President: Mrs. Theodore Mc- 

Cord 

3rd Vice President: Mrs. Byron T. Eberly 
Recording Secretary: Mrs. A. B. Gravatt 
Treasurer: Mrs. James M. Moss 


There being no further nominations, a 
motion was made that nominations be closed. 
Motion carried. The slate was voted on as 
a whole and elected by unanimous vote. 

Mrs. Porter introduced Mrs. William Mac- 
kersie who addressed the Convention on the 
theme for her term of office “Preserve and 
Enhance the Heritage of American Medi- 
cine”. She emphasized the importance of 
voting, of being informed of the policies of 
A.M.A. and extension of the Health Career 
activities. 

Mrs. Porter then introduced Mrs. John M. 
Chenault, who spoke on the history of 
Southern and its aims. 

Mrs. C. M. McCoy, Credentials Chairman, 
gave her report as follows: two hundred 
sixty-six members registered. 

Mrs. Hawes Campbell, in the absence of 
Mrs. Wyndham B. Blanton, Jr., read the 
Courtesy Resolutions. She moved their adop- 
tion. Motion carried. 

There being no further business, the meet- 
ing was declared adjourned to reconvene for 
the Inaugural Luncheon. 


Luncheon: 


The Luncheon Meeting was called to order 
by the President, Mrs. Walter Porter. Mrs. 
Hawes Campbell gave the Invocation. 

Mrs. Porter presented Honored Guests. 
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Mrs. William Mackersie installed the Officers 
of the Woman’s Auxiliary to The Medical 
Society of Virginia for 1960-61. 

Mrs. Porter presented the President’s Pin 
and Gavel to the newly elected president, 
Mrs. F. Clyde Bedsaul. Mrs. Charles Easley 
presented the past-president’s pin to Mrs. 
Walter Porter, retiring president. 

Mrs. F. Clyde Bedsaul gave her Inaugural 
Remarks. 

Convention Chairman, Mrs. Mallory S. 
Andrews, gave a few announcements per- 
tinent to her office and thanked her commit- 
tee. 

Mrs. Bedsaul declared the Thirty-Eighth 
Annual Meeting of the Woman’s Auxiliary 
to The Medical Society of Virginia ad- 
journed. 


DorotHy KEELING, Secretary 
(Mrs. Robert D.) 


Scrapbook. 


Is your Auxiliary represented in the State 
Scrapbook? We do want to know what you 


are doing. 


All Auxiliary Historians are asked to send 
dated pictures, articles and programs to the 
State Historian, Mrs. Byron T. Eberly, 301 
Park Road, Portsmouth. 


Alexandria. 


This Auxiliary started the year off with a 
bang preparing for their money-raising 
event in October. In fact, by the September 
meeting, the ground work had already been 
completed for the benefit performance of 
“The Tinder Box”, put on by the Suzari 
Marionettes of New York. Asa result of an 
excellent job of organizing and a great deal 
of hard work put forth by Mrs. John Rans- 
meier, chairman of Ways and Means, her 
co-chairmen, Mrs. Christopher J. Murphy 
and Mrs. William Weaver, the benefit 
proved a huge success and $1000.00 was 
netted from the two performances. All ex- 
penses were covered by soliciting ads for the 
program, on which project Mrs. Titus did 
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yeoman service. The newspapers gave excel- 
lent coverage, with several eye-catching pic- 
tures appearing before the performance. 

In November, the Auxiliary presented to 
the Alexandria Hospital a check of $2,000 
which completed their pledge of $6,000 to 
the Building Fund. 

Our bridge marathon, which consists of 
several bridge groups—now with more non- 
medical than medical participants—in the 
Alexandria area is in its fourth year and has 
prove a successful annual fund raising proj- 
ect. 

Social service projects include a scholar- 
ship to a student nurse at the Alexandria 
Hospital School of Nursing, a mistogen unit 
donated to the Welfare Clinic for a nine 
year old boy with cystic fibrosis, and our 
Shoe Center, which, according to the wel- 
fare agencies, serves a great need. A survey 
is now under way to determine the feasibility 
of expanding our services and spending some 
of our funds for shoes. 

On November 19th, a dinner dance was 
held jointly with the Arlington Auxiliary. 
A fashion show featuring both male and 
female apparel was included. The affair was 
a huge success and we hope it will become an 
annual undertaking. 

The officers for 1960-61 are: President, 
Mrs. Robert Anderson; president-elect, Mrs. 
James Moss; treasurer, Mrs. William Perry; 
corresponding secretary, Mrs. James D. 
Mills; recording secretary, Mrs. Roy Gillin- 


son; parliamentarian, Mrs. John D. Hoyle; 
historian, Mrs. Christopher J. Murphy; im- 
mediate past president, Mrs. Walter Bren- 
nan. 

We have taken in four members this fall, 
which brings our roster to sixty-seven. 


JEAN C. MurpHy 
(Mrs. Christopher J.) 


Northampton-Accomack. 


This Auxiliary met on January 10th at the 
home of Mrs. John Rogers Mapp, Nassa- 
wadox. Twenty-one members were present. 
Plans were made for the Doctors’ Day party 
to be held on April 8th. 

The visit of the State President and Presi- 
dent-Elect on March 21st and the luncheon 
at that time were announced. 

Committee reports were given. Mrs. John 
R. Hamilton gave the treasurer’s report 
which included contributions to various 
funds, including Crippled Children. 


CATHERINE R. TROWER 
(Mrs. E. Holland) 


Northern Neck. 


The fall meeting of the Woman’s Aux- 
iliary to the Northern Neck Medical Asso- 
ciation was held at Tide’s Inn, Irvington, on 
October 27th. The president, Mrs. M. B. 
Lamberth, Jr., presided. The program topic 
was Safety on the Farm and in the Home. 
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Editorial... 


The Amidon Plan 


F YOU TEACH CHILDREN directly and in a highly organized way, 

they will learn better and faster. The most important job of the 
schools is to teach for intelligent behavior. To do this the curriculum is 
organized by basic subject fields. It is selective, because only the most 
essential skills and knowledges can adequately be taught in the school day. 
It is specific, so that teachers, pupils, and citizens will be informed as to 
what is to be taught. The curriculum is demanding at every stage of pupil 


development. It should stretch the mind, create new interests, and en- 
noble aspiration. 


The curriculum is built on the premise that the main purpose of or- 
ganized education is to cultivate the basic subjects as the building blocks 
of intelligent behavior. 


Reading: This is silent reading for knowledge, ideas, inspiration, and 
recreation. This is also for the kind of oral communication that is 
achieved by reading aloud to others. It includes the memorization of 
selected poetry. 


Pupils study words, their characteristics, the way they work together 
to produce meaning as the main instrumentality for learning. Reading 
instruction begins with study of the alphabet, phonics, and syllabication. 
The purpose of instruction in reading is to know the word, and learn 
how to know new words independently. This method combines seeing 
and sounding. 


Instruction in the techniques of reading includes directed teaching in 
interpretation; identification of key words, topic sentences, supportive 
detail, summarizing sentences; use of paragraph headings, tables of con- 
tent, summaries; reading practice in maps, charts, tables. 


Writing: Pupils are expected to write extensively for a variety of pur- 
poses. This includes recreative writing as well as the writing of reports, 
letters, etc. Composition improves and refines thinking, and becomes 
a means of self-expression, thus contributing to self-realization. 


Much written expression is required from the earliest grades. While 
accuracy and facility of expression are desired, the main purpose is to train 
in the logic of thought. 


Spelling: This is scheduled for regular lessons, in addition to instruction 
incidental to writing. 
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Grammar: This is scheduled formally at the fourth grade. This in- 
cludes the parts of speech and the various grammatical forms most com- 
monly needed for clarity of thought and accuracy of expression and 
interpretation. 


Formal study of grammar, with simple diagramming, begins in the 
fourth grade. The purpose is to teach that sentences follow recognizable 
structure patterns to convey meaning. Improvement in usage is sought 
in speech and writing in all grades and subjects by means of direct in- 
struction for this purpose. Drills are used when the center of attention 
is on grammar and usage. 


Mathematics: Valued as a means of developing mental discipline as 
well as for its own utility, this subject is regularly taught and incidentally 
used as a means of interpreting, evaluating and describing events. Many 
concepts in algebra and geometry are consciously taught in the primary 
grades. 


United States History: Asa scheduled subject, United States History is 
taught in chronological order in the fifth grade, and in relation to special 
events in other grades. The purpose is to understand in depth the sig- 
nificance of the present and to develop appreciation of the privileges 
and responsibilities of citizenship in a free society. 


Geography: The study of place geography is scheduled systematically 
first at the fourth grade, with the United States as the beginning point. 
World Geography with political and economic phases is scheduled for the 
sixth grade. Incidental instruction occurs throughout the elementary 
grades, with maps and globes to be available at all times. 


Health and Physical Education: On definite schedule, these subjects 
have special and identifiable values. Free play is neither physical educa- 
tion nor health education. Directed experiences to develop the body are 
described and provided. 


Method of Teaching: The teacher teaches what is to be learned. The 
pupil studies, practices, and knows what is to be learned. The pupil is 
tested on what he has learned. The teacher reteaches as needed. 


Interest and motivation are used to inspire learning. They do not, 
however, control the teaching processes. They are as often the product of 
successful teaching as they are the means of it. Teaching engages the 
attention of the whole class as often as possible. Small groups are used 
chiefly to meet special individual needs. 


Connections between subject and experience, and subject and subject 
are shown by the teacher. For example, the study of a poem may require 
word analysis, or some elements of history, or science, or geography. Such 
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connections are not left to chance discovery by the pupils, but are in- 
troduced by skillful teaching or are directly pointed out by the teacher. 


Class Management: Seating is orderly. Movement in the class is ac- 
cording to predetermined rules. Self-directed pupil activity is not ac- 
ceptable unless prepared for and under adult control. Loose, disjointed 
pupil activity is questionable as a part of any school-supervised program 
in the classroom, corridor, assembly room, lunchroom, or playground. 


The Ultimate Purpose: The school uses every available resource to see 
to it that each child has some one who cares about what happens to him 
in school and out of school; knows the meaning of success and failure, 
the happiness of strenuous effort applied to difficult but generally man- 
ageable tasks, and the respect which he can win for himself by his own 
effort. 


The desired end product is not a spoon-fed, protected individual but a 
self-disciplined personality interested in continuing his education, capable 
of intelligent decision-making in every aspect of living, and, most im- 
portantly, governed in all actions by the highest moral principles. 


All this makes good sense to you and me, doesn’t it? It is difficult, 
indeed, to conceive of how public school education could have ever been 
anything else. The truth is, however, that each of the foregoing sentences 
has been lifted bodily (with some change of tense, and deletion of other 
material for the sake of brevity) from a publication issued by and obtain- 
able from the Office of the Superintendent of Schools of the District of 
Columbia, entitled THE AMIDON PLAN. As its subtitle indicates, it is 
a summary of philosophical and practical suggestions for the organization 
of the Amidon School, an experimental elementary school in the District 
of Columbia that will emphasize a return to fundamentals. This plan, 
which makes simple common sense to a liberally educated adult, allegedly 
has been met with an attitude ranging from “wait and see” to frank 
rejection in certain quarters of professional education. The very fact that 
such a plan ever had a raison d’étre should concern us, educated adults 
and parents alike. Superintendent Hansen, the author of the Plan, de- 
serves the unsparing support of us all. 


CHRISTIAN V. CIMMINO, M.D. 
Member, National Education Association. 
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Society Activities .... 


Fredericksburg Medical Society. 


This society re-elected its officers for 1961 
as follows: President, Dr. Lloyd F. Moss; 
vice-president, Dr. William D. Liddle; and 
secretary-treasurer, Dr. James E. Grimes. 


Northampton County Medical Society. 


At the meeting of this Society on Decem- 
ber 20th, the following officers for 1961 
were elected: Dr. William S. Burton, presi- 
dent; Dr. W. Carey Henderson, vice-presi- 
dent; Dr. Cecil Sinclair, secretary; Dr. John 
R. Hamilton, Member of Board of Censors. 


Arlington County Medical Society 


Officers for this Society for 1961 are: 
President, Dr. Michael A. Puzak; president- 
elect, Dr. J. R. B. Hutchinson; vice-presi- 
dent, Dr. Howard O. Mott; secretary, Dr. 
Robert B. Neu; treasurer, Dr. Joseph O. 
Romness; and member-at-large, Dr. Robert 
L. Norment. 


The Mid-Tidewater Medical Society 


Held its quarterly meeting at West Point 
on January 24th. Dr. Sterling Ransone, 
Mathews, was installed as president. 

Plans for a Poison Center adapted to the 
needs of the large rural territory were dis- 
cussed and a permanent committee was ap- 
pointed to study the matter and bring in 
further recommendations. 

The scientific program consisted of discus- 
sion by Dr. W. T. Thompson, Professor of 
Medicine, and Dr. Robert Senescu, Profes- 
sor of Psychiatry, Medical College of Vir- 
ginia, on the importance of genetics and 
environment on functional diseases of the 
mind and body. 

Dr. Guy Horsley, President of The Med- 
ical Society of Virginia, discussed the im- 
portance of physicians expressing their views 
on legislative programs concerning medicine 
before the Congress. 
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The next meeting of the Society will be 
held at Gloucester on April 25th. 


Williamsburg-James City Medical Society. 

Dr. R. E. DeBord has been installed as 
president of this Society, succeeding Dr. 
Herman Bailey, Yorktown. Other officers 
are Dr. B. I. Bell, Jr., vice-president; Dr. 
G. J. Oliver, Jr., secretary; Dr. F. L. Fer- 
nandez, treasurer. 

New committee chairmen are: Dr. Allen 
W. Lane, draft committee; Dr. George J. 
Chohany, entertainment; Dr. John Fletcher, 
grievance; Dr. G. H. Van Driem, nomina- 
tions; Dr. Oliver, hospital; Dr. Kurt 
Schmidt, membership; Dr. Bailey, program; 
and Dr. U. G. Bradenham, community 
council. 


Richmond Academy of General Practice. 

Dr. William C. Gill, Jr., was named presi- 
dent-elect of the Academy at its meeting in 
December. Dr. George G. Ritchie, Jr., will 
succeed Dr. Wayne C. Campbell to the pres- 
idency. Other officers are Dr. Fleming W. 
Gill, vice president; Dr. Leroy $. McDaniel, 
secretary; Dr. Irvin Rifkin, treasurer; and 
Drs. Levi W. Hulley and Frederick H. Sav- 
age, directors. 


Virginia Radiological Society. 

At the annual meeting held on October 
11th, Dr. John Mapp, Nassawadox, was 
elected president and Dr. Powell Dillard, 
Lynchburg, secretary. 


Virginia Society for Pathology. 

At the recent meeting of this Society, Dr. 
Geoffrey T. Mann, Richmond, was elected 
president; Dr. James Gale, Roanoke, presi- 
dent-elect; and Dr. George J. Carroll, Suf- 
folk, secretary-treasurer. 


Virginia Obstetrical and Gynecological 
Society. 


In the report of the annual meeting of 
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this Society in the December issue of the 
Monthly, there was an error in the listing 
of officers. The following are the correct 
ones: President, Dr. Harrison Picot, Alex- 
andria; president-elect, Dr. William N. 
Thornton, Charlottesville; vice-president, 
Dr. A. Tyree Finch, Farmville; and secre- 
tary-treasurer, Dr. Brock D. Jones, Jr., Nor- 


folk. 


Virginia Society of Ophthalmology and 
Otolaryngology. 


In the January issue of the Monthly, it 
was announced that the annual meeting of 
this Society would be held at the Golden 
Triangle, Norfolk, May 3-5. It should have 
been stated that this is the 1962 meeting of 
the Society. The 1961 Clinical Session and 
Annual Meeting will be held at the Hotel 
Roanoke, Roanoke, May 4, 5 and 6. 


Psychosomatic Medicine. 


The annual meeting of the American So- 
ciety of Psychosomatic Dentistry and Medi- 
cine will be held at the Shoreham Hotel, 
Washington, D. C., March 10-12. The main 
theme of the program will be Anxiety, its 
recognition and handling in the clinical set- 
ting of general practice. Round table discus- 
sions will be held on the Utilization of Hyp- 
nosis in the Various Specialties of General 
Practice. 

All dentists and physicians are invited to 
attend. For a detailed program, contact Dr. 
Jesse Caden, 5213 Connecticut Avenue, N. 
W., Washington 15, D.C. 


Medical and Chirurgical Faculty. 


The Annual Meeting of the Medical and 
Chirurgical Faculty of the State of Maryland 
will be held April 26-28. 

On the 26th there will be a panel discus- 
sion on Viral Infections of the Respiratory 
Tract, with Dr. W. S. Jordan, Jr., Univer- 
sity of Virginia; Dr. R. H. Parrott, Chil- 
dren’s Hospital of the District of Columbia; 
and Dr. H. M. Rose, Columbia University, 
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as participants. A medicolegal symposium 
on Malpractice Actions Against Doctors will 
be held that evening. 

On Thursday, there will be a panel dis- 
cussion on Management of Congestive Heart 
Failure and a round table luncheon. Dr. 
Perry S. MacNeal, Pennsylvania Hospital, 
will speak on Stay Alive, and Dr. Merrill A. 
Bender, Roswell Memorial Institute, Buf- 
falo, on Use of Radioisotopes in Medical 
Diagnosis. 

On Friday, Dr. Allen C. Barnes, The 
Johns Hopkins University, will speak on En- 
docrine Therapy for Gynecologic Disorders, 
and there will be a panel discussion on The 
Public Image of Medicine. 

All physicians, residents, medical students 
are invited to attend these sessions. A copy 
of the detailed program may be obtained 
from the Faculty at 1211 Cathedral Street, 
Baltimore 1, Maryland. 


International Academy of Proctology. 


The Thirteenth Annual Convention of 
the Academy will be held in Chicago, April 
8-13, 1961. 

An unusual seminar on practical technics 
for office and hospital is being planned. 
There will be special emphasis on anal and 
rectal panel presentations. Eminent speakers 
from all parts of the country and abroad 
will present interesting papers and motion 
picture demonstrations of their techniques. 

All physicians and their wives are cordially 
invited to attend these sessions and may ob- 
tain a full program from the International 
Academy of Proctology, 147-41 Sanford 
Avenue, Flushing 55, New York. 


American College of Gastroenterology. 


The Southern Regional meeting of the 
College will be held in Houston, Texas, 
March 19th. 


Members of the medical profession are 
cordially invited to attend and may obtain 
a program from the Secretary, 33 West 60th 
Street, New York 23. 
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Nens Notes.... 


New Members 


Since the list published in the February 
issue, the following new members have been 
received into The Medical Society of Vir- 
ginia: 

Nicholas Badin, M.D., Norfolk 

Jose San Juan Benedicto, M.D., 

Falls Church 

George Nick Cavros, M.D., Norfolk 

Donald Edwin Chambers, M.D., Norfolk 

Harold Lee Chandler, Jr., M.D., Norfolk 

Charles Barrie Cook, M.D., Norfolk 

Donald Wesley Drew, M.D., Norfolk 

James Henry Dwyer, M.D., Richmond 

Charles William Foulke, M.D., Arlington 

Gunter Ernst Hahn, M.D., Manassas 

Robert L. Hargrave, M.D., Vienna 

William Blaine Kingree, M.D., 

Woodbridge 
John Alfriend Mapp, M.D., 
Virginia Beach 
Wylie Charles Mason, M.D., Barboursville 
Francis Michael Mastrota, M.D., 
Falls Church 
Jack Burean McGolrick, M.D., 
Kecoughtan 
Albert Moniz, M.D., Falls Church 
John Oliver Nestor, M.D., Arlington 
Sergio Vincent Proserpi, M.D., Annandale 
Robert Hammond Reed, M.D., 
Woodbridge 

Frederick Daniel Robinson, M.D., 
Hampton 

Lilburn Trigg Talley, M.D., Richmond 


The Virginia Board of Medical Examin- 


ers 


Sent its president, secretary and one other 
member to the meeting of the Federated 
Boards of Medical Examiners at the Palmer 
House in Chicago, February 4-7. This meet- 
ing was well attended by Board members 
from every state and matters of importance 
came up for discussion. 
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The Board of Medical Examiners appeals 
to the doctors throughout the State for help 
in furnishing information as to deaths of 
doctors in the State. All of these do not 
get published in the Virginia Medical 
Monthly. The Board, not knowing that cer- 
tain doctors are deceased, frequently have 
to subject the doctor’s widow to repeated 
requests for the doctor’s annual registration. 
It would be a great help to the Board if each 
medical society in the State would appoint 
a member whose duty would be to inform 
the Board of the death of any doctor in his 
community. 


Clinical Lectureship Series. 


The first of the Norfolk County Medical 
Society Clinical Lectureship Series were held 
on January 17th and February 21st. The 
following are future dates and subjects: 

March 21st—Dr. Robert W. Buxton, Pro- 
fessor of Surgery, University of Maryland, 
School of Medicine—Nutrition and Heart 
Disease. 

April 18th—Dr. A. C. Corcoran, Director 
Department of Clinical Investigation, St. 
Vincent Charity Hospital, Cleveland, Ohio 
—Hypertension. 

May 16th—Dr. Robert A. Senescu, Pro- 
fessor of Psychiatry, Medical College of Vir- 
ginia—Guilt. 

These lectures are held at 8:00 P.M. at the 
Norfolk Public Health Auditorium. Teach- 
ing rounds are held at 8:00 A.M. and 4:00 
P.M., alternating between the Norfolk Gen- 
eral and DePaul Hospitals. Each lecture is 
approved Category I, 1 hour credit, Virginia 
Academy of General Practice. 


Hospital Staff Appointments. 


The medical staff of Memorial Hospital, 
Lynchburg, elected Dr. W. D. Richards, 
Monroe, president of its executive commit- 
tee. Other new officers are Dr. Clarence 
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Keefer, vice-president, and Dr. Kenneth 
Cooper, secretary. 

Dr. Edward C. Paarfus, Stuart, has been 
elected chief of staff of the Stokes-Reynolds 
Memorial Hospital at Danbury, N. C. 

The Leigh Memorial Hospital, Norfolk, 
elected Dr. G. H. M. Rector as 1961 presi- 
dent, succeeding Dr. John A. Cocke. Other 
officers are Dr. R. J. Faulconer, vice-presi- 
dent, and Dr. R. W. Alfriend, secretary- 
treasurer. Chiefs of the various hospital serv- 
ices are: Dr. Charles W. Anderson, medi- 
cine; Dr. J. W. Creef, general practice; Dr. 
William B. Wiley, surgery; and Dr. M. H. 
Bland, obstetrics and gynecology. 

Dr. John E. Roberts is the new president 
of the Alexandria Hospital Medical Staff, 
succeeding Dr. George Speck. Dr. James D. 
Mills is the new president-elect and Dr. Si- 
mon Paluch secretary-treasurer. Drs. John 
O’Conner and John Zearfoos were named to 
the medical staff’s executive committee for 
two years, and Dr. Adrian J. Delaney was 
named to the hospital’s Joint Conference 
Committee for a three-year term. 


The Bureau of Narcotics 


Has requested that the following infor- 
mation be passed on to all practicing phy- 
sicians: 

The drug Dihydrocodeinone should not be 
confused with Dihydrocodeine, certain prep- 
arations of which may still be sold as exempts 
under the new regulations. Dihydroco- 
deinone, otherwise known as Hydrocodone, 
has been distributed under the trade names 
Dicodid, Hycodan, Mercodinone, etc. Prep- 
arations containing any of these are no long- 
er exempt. Dihydrocodeine, otherwise 
known as Drocode, and sold under the names 
Didrate, Rapacodin, Paracodin, Parzone, 
etc., is an entirely different drug. 


Dr. Edward E. Haddock, 


Richmond, has been elected illustrious 
potentate of Acca Temple, Ancient Arabic 
Order of the Nobles of the Mystic Shrine. 
The retiring potentate is Dr. William C. 
Brann, South Boston. 
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Waynesboro Hospital Staff. 


Dr. C. M. Caulkins has been elected presi- 
ident of the Medical Staff of the Waynesboro 
Community Hospital. Other new staff offi- 
cers are Dr. J. Powell Anderson, vice-presi- 
dent; Dr. Thomas L. Gorsuch, secretary; Dr. 
David J. Crawford, treasurer; and Drs. B. K. 
Weems and Beverly Loesch, members of the 
Executive Committee. 


Fredericksburg Hospital Staff. 


Members of the medical staff of the Mary 
Washington Hospital recently elected are: 
President, Dr. Joseph C. MacKnight; vice- 
president, Dr. T. Stacy Lloyd, Jr.; and sec- 
retary-treasurer, Dr. William D. Liddle. 


Dr. Robert M. Campbell 


Has been elected chairman of the Ports- 
mouth Chapter of the American Red Cross. 


Annual Clinical Conference. 


The Louise Obici Memorial Hospital, Suf- 
folk, will hold its Annual Clinical Conference 
on March 8th. The subject for discussion 
is Endocrinology, and the following speak- 
ers form the panel: Dr. H. St. George Tuck- 
er, Medical College of Virginia—Disturb- 
ances in Adrenocortical Function; Dr. John 
Canary, Georgetown University—Parathy- 
roid; Dr. Henry Diamond, Memorial Hos- 
pital for Cancer, New York—Hormonal 
Therapy of Cancer; Dr. Sam Asper, Johns 
Hopkins University—Recent Advancements 
in the Treatment of Hyperthyroidism; and 
Dr. William Barfield, Medical College of 
Georgia—Clinical Application of the New 
Progestins. The dinner speaker will be Dr. 
Thomas Peery, George Washington Univer- 
sity, his subject being Training the Doctors 
of Tomorrow. 


Westbrook Sanatorium 


The Board of Directors of Westbrook 
Sanatorium, Richmond, announces the re- 
tirement, effective January 1, 1961, of Dr. 
Paul V. Anderson. Dr. Rex Blankinship suc- 
ceeds Dr. Anderson as president of the san- 
atorium. 
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Dr. John R. Saunders is medical direc- 
tor, succeeding Dr. Rex Blankinship; and 
Dr. T. F. Coates, Jr., is assistant medical di- 
rector. Dr. J. K. Hall, Jr., was elected to 
the Board of Directors. 


The Board of Directors and staff of West- 
brook Sanatorium will soon issue invitations 
for the celebration of the fiftieth anniversary 
of the founding of Westbrook Sanatorium 
in 1911. As a part of the celebration the 
sanatorium will be host to the Neuropsychia- 
tric Society of Virginia, a District Branch 
of the American Psychiatric Association, on 
April 15 at 2 p.m. The guest speakers will 
be Dr. Robert H. Felix, president of the 
American Psychiatric Association; Dr. Fran- 
cis J. Braceland, psychiatrist in chief, the 
Institute of Living, Hartford, Connecticut, 
and past president of the American Psychia- 
tric Association; and Dr. Mathew Ross, 
medical director of the American Psychiatric 
Association. Also appearing on the program 
will be Dr. Guy W. Horsley, president of 
The Medical Society of Virginia, and Dr. 
Edwin L. Kendig, Jr., president of the Rich- 
mond Academy of Medicine. 


Norfolk Medical Tower. 


The $2.8 million cooperatively owned 
Norfolk Medical Tower was formally 
opened on January 14th. The completed 
building is occupied by 94 physicians, sur- 
geons and dentists. Under the same roof are 
also located clinical and pathological lab- 
oratories, complete radiological facilities, a 
pharmacy, optician, orthoptist, telephone 
answering service, secretarial service, restau- 
rant, bank and other related services for the 
convenience of visitors. The comprehensive 
medical research libraries of the Norfolk 
County Medical Society and the Virginia 
Tidewater Dental Society and their offices 
have space on the 10th floor. 


The omnidirectional steel and glass tower 
has a square floor plan with a central core 
for elevators and mechanical services. There 
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are three high-speed self-service elevators, 
with a capacity of 1900 persons per hour. 
The air-conditioning system has 106 indi- 
vidual thermostat controls in the interior of - 
fices and in addition is equipped with the 
newest-type “Solar Sensor” zone controls 
which monitor the position and temperature 
of the sun on the faces of the building and 
can cool or heat each face independently as 
required. The heating plant is located on the 
roof, thus eliminating the need for a base- 
ment. 


Postgraduate Day Program. 


The Roanoke Memorial Hospital Twelfth 
Annual Postgraduate Day Program will be 
held on March 16th. At the morning ses- 
sion, there will be a Clinical Conference on 
Peripheral Vascular Disease with Case Pre- 
sentations. In the afternoon, there will be a 
Clinical Conference with Dr. Eugene Stead, 
Durham, N. C., as clinician, and Dr. Benja- 
min Castleman, Boston, pathologist. Dr. 
Stead will discuss Genetics in Clinical Medi- 
cine and Dr. Castleman Polyps of the Stom- 
ach and Intestines: Evidence Against Malig- 
nant Transformation. Dr. Robert Linton, 
Boston, will discuss Surgical Reconstruction 
of the Arteries. In the evening, there will be 
a social hour and dinner and an address by 
Dr. Ivan Bennett, Indianapolis, his subject 
being Mind Drugs: Whence and Whither. 


Evening Medical Lecture Series. 


The following are future programs for 
the Evening Medical Lecture Series of the 
University of Virginia Medical School: 

March 20th—Dr. Arthur Purdy Stout, 
College of Physicians and Surgeons, Colum- 
bia University, New York—The Effect of 
Cigarette Smoking on the Bronchial Mucosa. 

March 27th—Dr. Joseph Larner, School 
of Medicine, Western Reserve University, 
Chicago—Glycogen Metabolism and_ the 
Glycogen Storage Diseases. 

April 17th—Dr. Walter B. Shelley, School 
of Medicine, University of Pennsylvania— 
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Experimental Studies on the Nature of Itch- 
ing. (D.C. Smith Memorial Lectureship) . 

April 24th—Dr. Alfred R. Shands, Jr., 
Medical Director, Alfred I. DuPont Institute 
of the Nemours Foundation, Wilmington— 
Congenital Malformations of the Musculo- 
Skeletal System, Their Incidence and Treat- 
ment. (Staige D. Blackford Memorial Lec- 
tureship). 

All lectures are held at 8:00 P.M. in the 
medical school auditorium. 


College to Assist Cuban Members. 


At the meeting of the Board of Regents 
of the American College of Chest Physicians 
held recently, a resolution was adopted to 


Obituaries... . 


Dr. Holeombe McGavock Robertson, 


Former medical director of the United 
States Public Health Service, died at his home 
in Warrenton on January 15th. He was 
eighty-six years of age and received his medi- 
cal degree from the University of Virginia 
in 1900. Dr. Robertson retired in 1938 after 
serving the Public Health Service for thirty- 
six years. He was assigned to the Virginia 
Department of Health in 1922 to 1924 to 
assist in establishing new health programs for 
the State. 

Dr. Robertson had been a member of 
The Medical Society of Virginia for sixty 
years. 


Dr. Dewey Lynwood Fleshman, 


Pence Springs, West Virginia, died Janu- 
ary Ist, at the age of sixty-one. He received 
his medical degree from the University of 
Maryland in 1922. Dr. Fleshman practiced 
in Bassett for about thirty years, before re- 
tiring to his farm at Pence Springs. 

Dr. Fleshman had been a member of The 
Medical Society of Virginia for thirty years. 
His wife and a daughter survive him. 
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establish a relief fund for Cuban members 
of the College who have been exiled tem- 
porarily from their country. The Board 
voted to contribute $5,000 to launch the 
fund and contributions are being solicited 
from College members and others who are 
interested. 


Wanted 


Obstetrician-Gynecologist associate, group 
practice. Two-man obstetrical-gynecologi- 
cal service. Southwest Virginia. Very pro- 
gressive financial scale. Boards not required. 
Write #10, care Virginia Medical Monthly, 
4205 Dover Road, Richmond 21, Virginia. 
(Adv.) 


Dr. George Baskerville Zehmer, 


Retired dean of the extension division of 
the University of Virginia, died January 
13th. He had been attending a meeting of 
the White House Conference on Aging in 
Washington. 

Dr. Zehmer had worked closely with The 
Medical Society of Virginia in its post-grad- 
uate medical education programs held some 
years ago and was always available to give 
advice and help in any work of the Society. 


Dr. Williams. 


At a special meeting of the Petersburg Medical 
Faculty, which was held on January 5, 1961, to ex- 
press tribute to the memory of their late colleague, 
Dr. John M. Williams, the following resolutions were 
read and unanimously adopted: 

God in His infinite wisdom has removed from 
our midst a true friend and loyal colleague, who faith- 
fully served in this community for more than 55 
years. 

Dr. John M. Williams was an outstanding doctor 
of the old school and was probably the first Peters- 
burg physician who practiced internal medicine in the 
way in which we know it today. He was a man of 
exceptional ability, charming personality, and a loyal 
member of the Petersburg Medical Faculty. He was 
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an active member of the Fourth District Medical Si- 
ciety, The Medical Society of Virginia, and the 
American Medical Association. 

Therefore be it resolved that in the death of Dr. 
John M. Williams the profession in Petersburg has lost 
a valued associate and the community an esteemed 
citizen and physician. 

Be it further resolved that these resolutions be 
spread on the minutes of the Faculty and that copies 
be sent to the family and to the Virginia Medical 
Monthly for publication. 


Dr. Spessard. 


With deep regret we record the passing of our es- 
teemed member and beloved friend, Dr. Thomas Na- 
thaniel Spessard, who died on December 14, 1960, at 
the age of fifty-seven. He was born in Newcastle, 
received his early schooling in Richmond, and at- 
tended Hampden-Sydney College. He graduated in 
1927 from the Medical College of Virginia. 

After a general internship he entered general prac- 
tice and then began the specialty of neurology and 
psychiatry through study at the Neurological Insti- 
tute in New York from 1929 to 1931. From 1931- 
1938, he practiced in Roanoke and at the end of this 
time came to Norfolk, where for a time he shared 
offices with the late Dr. Frank H. Redwood in the 
practice of neurology and psychiatry. During the 
years 1940 to 1946, he served in the armed forces and 
became a captain in the Medical Corps of the U.S. 
Naval Reserve. He then returned to Norfolk and 
resumed private practice in which he remained active 
until his final illness. 

In July 1931 he married Catherine Mary Hagar. 
He is survived by his widow, two daughters, a broth- 
er, and seven grandchildren. He was a Fellow of the 
American College of Physicians and the Southern 
Psychiatric Association. He was a member of the 
American Medical Association, American Psychiatric 
Association, The Medical Society of Virginia, The 
Neuropsychiatric Society of Virginia, the Seaboard 
Medical Association, the Norfolk County Medical So- 
ciety, and other organizations. He was a member of 
the First Presbyterian Church of Norfolk. Dr. Spes- 
sard was an able physician, respected by his fellows 
and loved by his friends and patients. 


Therefore, be it resolved by the Norfolk County 
Medical Society, on this third day of January 1961, 
that we express our sorrow at the loss of our devoted 
friend and colleague and our sincere and heartfelt 
sympathy to his family. Amd, that this memorial 
be made a part of the permanent records of this 
Society and that a copy be sent to his family and to 
The Medical Society of Virginia for publication. 


Water P. Apams, M.D. 
FreperIck G. Woopson, M.D.., 
Committee. 


Dr. Langston. 


The death of Dr. Henry J. Langston of Danville 
on October 26, 1960, at the age of 72 years, marked 
the end of his thirty-eight year career as a skillful 
and dedicated physician. His passing is mourned by 
his colleagues in the Danville-Pittsylvania Academy 
of Medicine and by a host of appreciative patients. 

Dr. Langston was born in Winterville, Pitt County, 
North Carolina. He was a graduate of Wake Forest 
College; he received his medical degree from the Med- 
ical College of Virginia in 1921. He was a member 
of the American Medical Association, the Tri-State 
Medical Society, the American Medical Editors and 
Authors Association, the Piedmont Medical Society, 
The Medical Society of Virginia, the Southern Medical 
Association, and the World Medical Society. Dr. 
Langston was a member of the First Baptist Church 
and the Danville Lion’s Club. He is survived by three 
children, C. E. Langston of New York City, Mrs. 
Carolyn L. Stevens of Greensboro, and Henry J. Lang- 
ston, Jr., of Danville. 

Dr. Langston’s life was characterized by an intense 
sincerity, a friendly and generous disposition, a tire- 
less interest in his patients, and loyal devotion to his 
community and his profession. 

Therefore, be it resolved that this expression of our 
respect be recorded in the minutes of the Danville- 
Pittsylvania Academy of Medicine and a copy of this 
resolution be sent to his family and to the Virginia 
Medical Monthly. 


F. H. McGovern, M.D. 
J. W. Mica, M.D. 
GLENN B. UppikE, Jr., M.D. 
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In convenient tablet form... 


(BRAND OF DIPHENOXYLATE HYDROCHLORIDE WITH ATROPINE SULFATE) 


LOwers propulsive 
MOTILity 


& 


Extensive clinical experience in the United 
States and Europe demonstrates that Lomotil 
provides prompt and positive symptomatic con- 
trol of diarrhea. 

Lomotil possesses a highly efficient antiperi- 
staltic action. It controls diarrhea with few or 
none of the undesirable side effects of many 
other commonly used antiperistaltic agents. 

In the control of diarrhea, Lomotil offers 
safety, efficacy and greater convenience. 


DOSAGE: The recommended initial dosage for 
adults is two tablets (2.5 mg. each) three or four 
times daily, reduced to meet the requirements 
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Stops diarrhea promptly 


Now an exempt preparation under 
revised Federal Narcotic Laws 


of each patient as soon as the diarrhea is under 
control. Maintenance dosage may be as low as 
two tablets daily. Lomotil, brand of diphenoxy- 
late hydrochloride with atropine sulfate, is sup- 
plied as unscored, uncoated white tablets of 2.5 
mg., each containing 0.025 mg. ("4400 grain) of 
atropine sulfate to discourage deliberate over- 
dosage. 

Recommended dosage schedules should not 
be exceeded. 


G.D. SEARLE «& co. 


CHICAGO 80, ILLINOIS 
Research in the Service of Medicine 


: “a 
a 


Riverside 
Convalescent Home 


JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


Sophia & Fauquier Sts. 
Fredericksburg, Virginia 


For convalescent, aged, chronically ill, 
and retired persons. Provides healthful 


rest, excellent nursing care in cheerful, 


comfortable surroundings. Air-condition- 
ed, fire-safe building. Accommodations 
Medical 
Inspection Invited. Write, or telephone 


Essex 3-3434. 


for eighty-eight. Supervision. 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
Rates: WEST END RESIDENTIAL SECTION 


$45.00 to $75.00 per week 


ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


Guy W. Horsey, M.D. 
General Surgery and Gynecology 


James T. GIANOULIs, M.D. 
General Surgery and Gynecology 


J. SHELTON Horstey, II1, M.D. 
General Surgery and Gynecology 


Austin I. Dopson, Jr., M.D. 
Urology 


J. Epwarp Hiri, M.D. 
Urology 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, Administrator 


Douctas G. CHAPMAN, M.D. 
Internal Medicine 


ELMER S. Rosertson, M.D. 
Internal Medicire 


W. Kyte Jr., M.D. 
Internal Medicine 


VircInia MepicaL MONTHLY 


f. 
| : 
 ™ | 
J 
7 | 
4 
4 
| 
| 44 q 
: 


Appalachian Hall © asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Wm. Ray GriFFIN, JRr., M.D. Mark A. GrirFFIn, Sr., M.D. 
Ropert A. GriFFIN, JR., M.D. Mark A. GriFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, AsHevILte, N. C. 


Gill Memorial Eye, Ear and Throat Hospital 


Roanoke, Virginia 


Announces to the Profession 


THIRTY-FOURTH ANNUAL SPRING CONGRESS 
in 
OPHTHALMOLOGY AND OTOLARYNGOLOGY 


April 3 through April 8, 1961 
GUEST SPEAKERS 


MD New York, N. Y. Grorce W. MurRGATROYD, Jr., M.D._Baltimore, Md. 
ALLEN BarKER, M.D._-- Roanoke, Va. DonaLp F. Procror, M.D Baltimore, Md. 
Winpsor S. Davies, M.D Detroit, Mich. James E. M.D York, N. Y. 
R. M. FASANELLA, M.D.------ New Haven, Conn. BERNARD SCHWARTZ, M.D Brooklyn, N. Y. 
Rosert L. GoopALe, M.D Boston, Mass. Ben H. Senturta, M.D St. Louis, Mo. 
Tuomas R. Hepoes, Jr., M.D.__Philadelphia, Pa. BenJAMIN H. Suuster, M.D._.Philadelphia, Pa. 
CHEVALIER L. JAcKsoN, M.D.__-Philadelphia, Pa. HaroLp Syrrop, Richmond, Va. 
Grorck M. Knaur, Coronet, USAF, MC FREDERICK H. THEODORE, M.D.__.New York, N. Y. 

Patrick Air Force Base, Fla. WILLIAM P. Tice, M.D Roanoke, Va. 
ARTHUR LINKsZ, M.D New York, N. Y. Henry P. WAGENER, M.D ster, Minn. 


For further information write: 
Superintendent, P. O. Box 1789 Roanoke, Virginia 
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Third Decade of Nursing 


2. 


MRS. PLYLER’S 
NURSING HOME 


KATE E. PLYLER (1876-1947) MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, convalescent and aged 


MRS. GENE CLARK REGIRER, Administrator 


1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 
Fire Protection by Grinnell Sprinkler System 


Saint Albans Psychiatric Hospital 
, RADFORD, VIRGINIA 


announces the opening of HILLSIDE, a new medical psychiatric 
facility for the resident care of selected male and female patients. 
HILLSIDE is a modern one-story structure with private and semi- 
private accommodations for twenty-four patients. The building 
is located on the grounds adjacent to the main hospital building 
with ample out-of-doors space. It is protected by an automatic fire 
sprinkler system. Medical, psychiatric and nursing services are 
provided by the hospital staff. A well-rounded recreational and 


occupational therapy program helps fill the “long hours” with 
individual and group activities. 


For rates and additional information, address: 


James P. King, M.D., Director, 
Saint Albans Psychiatric Hospital, 
Box 1172, Radford, Virginia 
Telephone—NEptune 9-2483 
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General Medicine 


HUNTER H. McGUIRE, M.D. 
MARGARET NOLTING, M.D. 


-D. 
ROBERT W. BEDINGER, M.D. 


Orthopedic Surgery 


JAMES T. TUCKER, M.D. 
BEVERLEY B. CLARY, M.D. 


JAMES B. DALTON, JR., M.D. 


Neurology 
RAYMOND A. ADAMS, M.D. 


EARNEST B. CARPENTER, M.D. 


ST. LUKE'S HOSPITAL 


McGUIRE CLINIC 


1000 West Grace Street 
Richmond, Virginia 


General Surgery 


WEBSTER P. BARNES, M.D. 
JOHN H. REED, JR., M.D 


JOHN ROBERT MASSIE, JR., M.D. 


JOSEPH W. COXE III, M.D 


Dental Surgery 
JOHN BELL WILLIAMS, D.D.S. 


Urology 


CHAS. M. NELSON, M.D 
AUSTIN I. DODSON, JR., M.D. 


Bronchoscopy 
GEORGE AUSTIN WELCHONS, M.D 


Radiology 


HENRY S. SPENCER, M.D. 
STUART J. EISENBERG, M.D. 


Pathology 
J. H. SCHERER, M.D. 
JOHN L. THORNTON, M.D. 
Anesthesiology 
HETH OWEN, JR., M.D 
WILLIAM B. MONCURE, M.D. 
BEVERLY JONES, M.D. 


Treasurer: RICHARD J. JONES, BS., C.P.A. 


ALL ROOMS AIR CONDITIONED 
Free Parking for Patrons 


Dr. JAMES ASA SHIELD 
Dr. GEORGE S. FULTZ 


Richmond, Virginia 


TUCKER HOSPITAL Inc. 


212 West Franklin Street 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, 
reactions and selective psychotic and alcoholic problems.) 


involutional 


Dr. WEIR M. TUCKER 
Dr. AMELIA G. Woop 
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RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED) 
RICHMOND, VIRGINIA 


A new non-profit Community Hospital 
specially constructed for the treatment of 
Eye, Ear, Nose and Throat Diseases, includ- 
ing Laryngeal Surgery, Bronchoscopy and 
Plastic Surgery of the Nose. 


Professional care offered a limited num- 
ber of charity patients. 


ADDRESS : JULIA WAGNER WATERS, R.N., Administrator 


408 North 12th Street 


Health Approved 


Bernard Maslan 


e Understanding Care e 


Your Patients Get the Skilled Care They Deserve 


—tIntermediate Care— 


AGED e TERMINAL CASES e CHRONICALLY ILL 


Round the Clock Skilled Care Dial 
Highest Ethical Operating Standards 
R.N. Supervision and M.C.V. Extern 


Trained Dietitian © Male Orderties Miron 3-2777 
TERRACE HILL NURSING HOME 


Inc. 


Inspection Invited 


67 Simmons Hospital Bed Capacity 
Automatic Litter-Size Elevator 
Rates Start From $60 Weekly 
Private and Multiple Rooms—toilets 


2112 Monteiro Ave. 
Richmond 22, Va. 


Administrator 


e@ Sprinkler and ““Atmo’”’ System Equipped 
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RICHMOND, 


Medicine: 
MAnrFrep CALt, III, M.D. 
M. Morris Pinckney, M.D. 
ALEXANDER G. Brown, III, M.D. 
Joun D. Catt, M.D. 
B. Branton, Jr, M.D. 
FRANK M. BLanton, M.D. 
Joun W. Powe Lt, M.D. 
Obstetrics and Gynecology: 
Wa. Durwoop Succs, M.D. 
Spotswoop Rogins, M.D. 
Davin C. Forrest, M.D. 
JosepH C. Parker, M.D. 


Orthopedics: 
BeverLey B. Crary, M.D. 
James B. Da ton, Jr., M.D. 


Pediatrics: 

CuarLes P. Mancum, M.D. 
Epwarp G. Davis, Jr., M.D. 
Ophthalmology, Otolaryngology: 

W. L. Mason, M.D. 

J. Warren Montacue, M.D. 
Anesthesiology: 

WittraM B. Moncure, M.D. 

HetH Owen, Jr., M.D. 


STUART CIRCLE HOSPITAL 


413-21 SruarTt CIRCLE 


VIRGINIA 
Surgery: 


A. STEPHENS GRAHAM, M.D. 

CuHarLes R. Rosins, Jr., M.D. 

CARRINGTON WILLIAMS, M.D. 

A. Micuaux, M.D. 

CARRINGTON WILLIAMS, Jr., M.D. 

ARMISTEAD M. WILLIAMS, M.D. 
Urological Surgery: 

FRANK Po te, M.D. 

J. Epwarp Hit, M.D. 
Oral Surgery: 

Guy R. Harrison, D.D.S. 
Plastic Surgery: 

Hunter S. Jackson, M.D. 
Roentgenology and Radiology: 

Frep M. Honces, M.D. 

L. O. Sneap, M.D. 

Hunter B. FriscuKkorn, Jr., M.D. 

WittraM C. Barr, M.D. 

Irvin W. Cavepo, Jr., M.D. 
Pathology: 

James B. Rozerts, M.D. 
Physiotherapy: 

Miss ETHELEEN DALTON 
Director: 

Cuartes C. 


support for older 
patients 


BOLSTERS... tissue metabolism 


A interest, vitality 
A failing nutrition 


1 small capsule 


every morning 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


Each capsule contains: Ethinyl Estradiol 0.01 mg. * Methyl 
Testosterone 2.5 mg. * d-Amphetamine Sulfate 2.5 mg. « Vitamin 
A (Acetate) 5,000 U.S.P. Units * Vitamin D 500 U.S.P. Units « 
Vitamin B,. with AUTRINIC® Intrinsic Factor Concentrate 1/15 
U.S.P. Unit (Oral) * Thiamine Mononitrate (B,) 5 mg. © Ribo- 
flavin (B,) 5 mg. ¢ Niacinamide 15 mg. ¢ Pyridoxine HCI (B,) 
0.5 mg. * Calcium Pantothenate 5 mg. © Choline Bitartrate 
25 mg. * Inositol 25 mg. * Ascorbic Acid (C) as Calcium Ascorbate 


50 mg. ¢ I-Lysine Monohydrochloride 25 mg. ¢ Vitamin E 
en sg Acid Succinate) 10 Int. Units * Rutin 12.5 mg. e 
errous Fumarate (Elemental iron, 10 mg.) 30.4 mg. ¢ ledine 
as KI) 0.1 mg. © Calcium (as CaHPO,) 35 mg. © Phosphorus (as 
a@HPO,) 27 mg. Fluorine (as CaF.) 0.1 mg. Copper (as CuO) 
1 mg. ¢ Potassium (as K,SO,) 5 mg. * Manganese (as MnO.) 
1 Zinc (as ZnO) 0.5 * Magnesium (MgO) 1 mg. Boron 
(as Na,B,0,.10H,0) 0.1 mg. Bottles of 100, 1000. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ 
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Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “‘legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 


Cross Hospital is under the direction of a’compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 


All equipment modern with facilities to take 
care of 50 patients both male and female. 


can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 


mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia— Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ge. 
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youcan tprescribeamore 
effective antibiotic than 


ERYTHROCIN 


Erythromycin, Abbott 


How much “spectrum” do you need in treating an 
infection? Clearly, you want an antibiotic that will 
show the greatest activity against the offending or- 
ganism, and the least activity against non-patho- 
genic gastro-intestinal flora. 


Weigh these criteria—and make this comparison— 
when treating your next coccal infection. Erythrocin 
is a medium-spectrum antibiotic, notably effective 


103204 


against gram-positive organisms. In this it comes 
close to being a “specific” for coccal infections — 
which means it is delivering a high degree of activity 
against the majority of common infection-producing 
bacteria. 


And against many of the troublesome “staph” strains 
—a group which shows increasing resistance to peni- 
cillin and certain other antibiotics—Erythrocin con- 
tinues to provide bactericidal activity. Yet, as potent 
as Erythrocin is, it rarely has a disturbing effect on 
normal gastro-intestinal flora. Comes in easy-to- 
swallow Filmtabs®, 100 and 250 mg. 
Usual adult dose is 250 mg. every six 
hours. Children, in proportion to age 
and weight. Won’t you try Erythrocin? 
®Filmtab—Film-sealed tablets, Abbott. 


ABBOTT 
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DORNWAL?* IS THE TRANQUILIZER 
VERSATILE ENOUGH TO 
BE USED ALMOST ANYWHERE. 


Take, for instance, the weman in our picture, 
suffering from a really severe tension headache. 
Aspirin she has tried, of course; but suppose she’s 
called you and you prescribed Dornwal. What 
would you expect? 

First, let us say you told the druggist to indicate 
the dosage that our clinical research has shown 
is useful in these cases — 1 or 2 tablets t.i.d. In 
all probability, she would experience relief of pain 
and a general relaxation in less than an hour. If 
she is doing her housework, she could go on with 
it, because she wouldn’t get sleepy. 

/Dornwal is one tranquilizer that doesn’t make 
people sleepy. It’s a tranquilizer pure and simple. 
Its effectiveness you will see clearly the next time 
you encounter a patient given to tension head- 
aches. Try Dornwal and see the results. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. Administration limited 
to three months’ duration. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “‘Genericist”’, Dornwal is amphenidone 
No absolute contraindications to the use of Dornwal are known. There 
have been no reports or evidence of habituation, addiction or drug toler- 


ance in animal or clinical studies. Dornwal is relatively free from untoward 
effects when administered at recommended dosages. 


Maltbie Laboratories Division, 
Wallace & Tiernan Inc., Belleville 9, N. J. 


For the 


Discriminating 


Eye Physician 


Depend on the Services of a 
Guild Optician 


Lynchburg, Virginia 


A. G. JEFFERSON 


Ground Floor Allied Arts Bldg. 


Exclusively Optical 


Every Virginia Doctor Should 
Have These Books! 


The history of medicine in the Old Common- 
wealth from Jamestown to the beginning of the 
present century is a work every doctor should be 
proud to own. Complete and intensely interesting. 


Medicine In Virginia 
By WynbHam B. BLanTon, M.D. 


Published under the Auspices of 
The Medical Society of Virginia 


Reduced price to members of The 
Medical Society of Virginia 
18th Century—$2.00 
19th Century—$2.00 


Order through 


The Medical Society of Virginia 
4205 Dover Road 
Richmond 21, Virginia 
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Doctor... 


What would paying a bill like 
do to your personal finances? 


-And what about additional bills for your 
continuing Office Expenses — if YOU 
had been the patient? 


—AS A PRACTICING PHYSICIAN ... - —AS A PRACTICAL BUSINESSMAN .. . 7 


. . . knowing that today’s hospital confinements mean 
BIG bills, you should be the first to own “catastrophic” 
hospital-nurse insurance for yourself and your family’s 
assured protection. 


. . . knowing that today it costs BIG money to operate 
your office — even when you are sick or injured and 
can't be ‘on duty’ — it’s only good business to obtain 
Overhead Expense protection. 


PLAN 1 
Major Hospital-Nurse Expense 
PAYS 100% of Hospital Room & Board Charges and 


PLAN 2 
Professional Overhead Expense 


Hospital Miscellaneous Expense PLUS 75% of in- 
hospital Nurse Fees — after the selected Deductible 
Amount has been applied — up to a $10,000 overall 
Limit of Payment for expenses incurred within 3 years 
of any one accident or sickness. Applies to each 
insured Member, Spouse or Dependent Child. 


You have a choice of 3 deductible amounts, assuring 
the ‘right’ protection at the ‘right’ cost for YOU! 


PAYS covered Office Expenses — Rent, Employees’ 
Salaries, Heat, etc. — when you are continuously 
disabled by injury or sickness for 14 days or more. 
Payments are made directly to you, and can continue 


for as long as | year if you are totally disabled that 
length of time. 


You select only the protection you need — from $200 


up to $1,000 a month — based on actual operating 
expenses. And initial low cost eventually is even 
lower because premiums are tax-deductible! 


| APPROVED BY THE MEDICAL SOCIETY OF VIRGINIA | 
= 
UNDERWRITTEN BY AMERICAN CASUALTY CO. READING, PA. 
DAVID A. DYER, Administrator 
Medical Arts Building 


Roanoke, Virginia 


HAVE YOUR NURSE PHONE US COLLECT — DIAMOND 4-5000 — for complete details about this much-needed pro- 
tection for which hundreds of Virginia doctors have already enrolled. We will gladly supply additional information or an 
enrollment application. There is no obligation and no solicitor will call. MAY WE HEAR FROM YOU TODAY? 


NE Care 


Each of the babies pictured on this page 
was borne by a mother with a documented 
previous history of true habitual abor- 
tion, who was treated with DELALUTIN 
during the pregnancy leading to this birth 


LIVING PROOF OF FETAL SALVAGE WITH 


SQUIBB HYDROXYPROGESTERONE CAPROATE Improved Progestational Therapy 


Denver, Colo. 


No. Massapequa, L. I., N. Y. 


Skokie, Ill. 


Seaford, N. Y. Hartford, Conn. 


Roselle, Ill. East Williston, N. Y. Norwich, Vt. 


DELALUTIN offers these advantages over other progestational agents 


¢ long-acting sustained therapy « more effective in producing and maintaining a 
completely matured secretory endometrium ¢ no androgenic effect * more concen- 
trated solution requiring injection of less vehicle * unusually well-tolerated, even in 
large doses + fewer injections required * low viscosity makes administration easy 
Complete information on administration and dosage is supplied in the package insert 
~oot ag and 10 cc., each containing 125 mg. of hydroxyprogesterone caproate in benzyl benzoate and sesame oil. 


Also available: DELALUTIN 2X in 5 cc. multiple-dose vials. Each cc. contains 250 mg. hydroxyprogesterone caproate 
in castor oil, preserved with benzyl alcohol. 


iy 


SQUIBB. Squibb Quality — The Priceless Ingredient 


is SQUIBB TRADEMARK 
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Lifts depression...as calms 


You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


anxiety! 


Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient — they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such ‘“‘seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 

Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 


CD-2839 


Acts swiftly the patient often feels 
better, sleeps better, within a few days. 


Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


WW WALLACE LABORATORIES / Cranbury, N. J. 
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THE SILVER HILL 
FOUNDATION 


New Canaan, Connecticut 


announces 


Three-Year Residency Training 
Program in Psychiatry 
Affiliated with Departments of Psychiatry 
and Neurology of the College of Physicians 


and Surgeons, Columbia-Presbyterian Medi- 
cal School, New York City. 


Ist year spent at Medical Center, New 
York, N.Y. 2nd and 3rd years at Silver Hill, 


in 
New Canaan, Conn. Richmond 


Member Federal Deposit tasurance Corp, 


For further information and application 
form, write William B. Terhune, M.D., 
Medical Director, The Silver Hill Founda- 
tion, Box 1177, New Canaan, Conn. 


REPRINT PRICES OF ARTICLES IN THE 
VIRGINIA MEDICAL MONTHLY 


Trim Size: 8 x 11 inches 


. of copies 200 250 500 750 


$8.90 $9.20 $10.70 $12.20 
10.20 10.60 12.45 14.35 
21.70 22.65 31.88 
50.15 51.30 57.00 62.70 
82.65 85.05 96.90 108.80 
100.30 102.60 114.00 125.40 


18.65 20.40 29.00 37.45 
Envelope—blank _-_ 5.60 7.00 14.00 21.00 
Envelope—printed _ 11.16 12.70 20.70 28.60 


PRICES F.O.B. RICHMOND, VA. 


Orders must be placed before type is distributed. 


WILLIAMS PRINTING CO. 


11-13-15 North 14th Street Richmond 19, Virginia 
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$8.30 $13.70 $16.70 $19.70 
4 Pages 19.85 36.50 45.75 55.00 
Pages 47.87 68.40 79.80 91.20 
Pages 77.90 120.65 144.40 168.15 
Pages® 95.74 136.80 159.60 182.40 
4 46.25 73.50 80.75 
28.00 42.00 56.00 
36.60 52.50 68.40 
56 
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~ 
QUIN 
SULFATE 


_ physician 
is the symbol 


When he sees it engraved 
on a Tablet of Quinidine Sulfate 
he has the assurance that 
the Quinidine Sulfate is produced 
from Cinchona Bark, is alkaloidally 
standardized, and therefore of 
unvarying activity and quality. 


When the physician writes “DR” 
(Davies, Rose) on his prescriptions 
for Tablets Quinidine Sulfate, he is 

assured that this “quality” tablet 

is dispensed to his patient. 


Rx Tablets Quinidine Sulfate Natural : 
0.2 Gram (or 3 grains) 


Davies, Rose 


Clinical sampies sant to physicians on request 


Davies, Rose & Company, Limited 
Boston 18, Mass. 


VoLuME 88, Marcn, 1961 
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DORNWAL® HAS BEEN CALLED 
“THE GENERAL TRANQUILIZER 
FOR GENERAL PRACTICE.” 


Suppose the physician visiting this patient finds 
that he has to be hospitalized. Certainly he wants 
an alert but not excited fellow who can respond 
to the history and physical on admission. De- 
pending on the condition, of course, the thing to 
do is to give the patient one or two tablets of 
Dornwal before he ever leaves his home. 

Dornwal will calm the patient but won’t make 
him drowsy or give him feelings of depersonali- 
zation. And what's more, while Dornwal most 
assuredly tranquilizes, it won't interfere with most 
other medications that your subsequent examin- 
ation or laboratory studies may indicate. 

Since every man in general practice encounters 
such situations almost daily, it makes good sense 
to keep some tablets in one’s bag, doesn’t it? 
We will be glad to send you a supply. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. Administration limited 
to three months’ duration. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “Genericist’’", Dornwal is amphenidone 
No absolute contraindications to the use of Dornwal are known. There 


have been no reports or evidence of habituation, addiction or drug toler. 
ance in animal or clinical studies. Dornwal is relatively free from untoward 


effects when ad istered at r ded dosages. 
Maltbie Laboratories Division, 
Wallace & Tiernan Inc., Belleville 9,N.d. 


POW-12 


‘ 
: 
: 
| 
a 
significance 
to the 
F 


extra 


antibiotic 
activity 


attains activity 
levels promptly 


DECLOMYCIN Demethylchlortetracycline attains — 
usually within two hours—blood levels more than ade- 
quate to suppress susceptible pathogens—on daily 
dosages substantially lower than those required to 
elicit antibiotic activity of comparable intensity with 
other tetracyclines. The average, effective, adult 
daily dose of other tetracyclines is 1 Gm. With 
DECLOMYCIN, it is only 600 mg. 


TETRACYCLINE 


TETRACYCLINE 


ACTIVITY ACTIVITY 
WITH WITH OTHER 
DECLOMYCIN TETRACYCLINE 
THERAPY THERAPY 


DOS, 


150 mg. 


SUSTAINS activity 
levels evenly 


DECLOMYCIN Demethylchlortetracycline sustains, 
through the entire therapeutic course, the high activ- 
ity levels needed to control the primary infection and 
to check secondary infection at the original—or at 
another—site. This combined action is usually sus- 
tained without the pronounced hour-to-hour, dose-to- 
dose, peak-and-valley fluctuations which charac- 
terize other tetracyclines. 
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LOMYCIN 


retains activity 


levels 24-48 hrs. 


DECLOMYCIN Demethylchlortetracycline retains ac- 
tivity levels up to 48 hours after the last dose is 


given. At least a full, extra day of positive action may 
thus be confidently expected. The average, daily adult 
dosage for the average infection—1 capsule q.i.d.— 
is the same as with other tetracyclines...but total 
dosage is lower and duration of action is longer. 


DAYS OF TETRACYCLINE A DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE B DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE C DOSAGE 


DURATION OF PROTECTION 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


CAPSULES, 150 mg., bottles of 16 and 100. Dosage: 
Average infections—1 capsule four times daily. Severe 
infections—Initial dose of 2 capsules, then 1 capsule 
every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 to 
6 mg.) per pound body weight per day—divided into 
4 doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), 
bottles of 2 and 16 fl. oz. Dosage: 3 to 6 mg. per 
pound body weight per day—divided into 4 doses. 


PRECAUTIONS —As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOMYCIN. 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction or 
idiosyncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics. The patient should 
be kept under constant observation. 


LEDERLE LABORATORIES 
A Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 


: 
® 
| 
DURATION OF PROTECTION 


NICOZOXL 


ORIGINAL FORMULA 
The ideal cerebral tonic and stimulant for the aged. 


NICOZOL therapy (the original formula) affords 

prompt relief of apathy. Patients generally look eomheepagaeriaee 

better, feel better; become more cooperative, For relief of agitation and hostility: 
cheerful and easier to manage. NICOZOL with reserpine Tablets 


No dangerous side effects. Supply: Capsules « Elixir Ps 


|REFER TO 


PDR 


DRU G Write for professional sample and literature. Page 581 
C Specialties) WINSTON-SALEM 1, NORTH CAROLINA 


DEDICATED TO SERVING THE SOUTHERN PHYSICIAN 
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Percodan tablets effectively relieve pain throu 


gh a range of 


through major traumati of severe pain 


ACTS FASTER— usually within 5-15 minutes. LASTS 


@  LONGER—usually 6 hours or more. MORE THOROUGH 
RELIEF— permits uninterrupted sleep through the 
night. RARELY CONSTIPATES—excellent for chronic 
or bedridden patients. 


(Salts of Dihydrohydroxycodeinone and Homatropine, plus APC) AVERAGE ADULT DOSE: | tablet every 6 hours. May be habit 
TABLETS forming. Federal law permits oral prescription. 


Each Percopan* Tablet contains 4.50 mg. dihydrohydroxy- 
codeinone hydrochloride, 0.38 mg. dihydrohydroxycode- 


inone terephthalate, 0.38 mg. homatropine terephthalate, 
224 mg. acetylsalicylic acid, 160 mg. acetophenetidin, and 
32 mg. caffeine. 
Also available—for greater flexibility in dosage—PERCODAN®- 


3 DeMI: The PERcoDAN formula with one-half the amount of 
prompt relief salts of dihydrohydroxycodeinone and homatropine. 


® profound relief LITERATURE AVAILABLE ON REQUEST 
prolonged relief in Richmond Hill 18, New York 


*U.S. Patent Nos. 2,628,185 and 2,907,768 
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15 
Minutes 20 120 


Following determination 
of basal secretion, 
intragastric pH was 
continuously determined 
by means of frequent 
readings over a 
two-hour period. 


Data based on pH measurements in 11 patients with peptic ulcer! 


4.9 4.9 4.9 


neutralization 

| Is much 

aluminum hydroxide faster and 
twice 

as long 


with 


New proof in vivo! of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, show that newCreamalin 
neutralizes acid from 40 to 65 per cent faster than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 
for approximately one hour longer. 


New Creamalin provides virtually the same effects as a liquid 
antacid? with the convenience of a tablet. 


Nonconstipating and pleasant-tasting, new Creamalin antacid 
tablets will not produce ‘‘acid rebound” or alkalosis. 

Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 


Dosage: Gastric hyperacidity— from 2 to 4 tablets as necessary. Peptic 

ulcer or gastritis — from 2 to 4 tablets every two to four hours. Tablets may 

be chewed, swallowed whole with water or milk, or allowed to dissolve 

in the mouth. How supplied: Bottles of 50, 100, 200 and 1000. 

1. Data in the files of the Department of Medical Research, Winthrop 

Laboratories. 2. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. 
LABORATORIES Pharm. A. (Scient. Ed.) 48:384, July, 1959. 


NewYork 18,N.¥. for peptic ulcers gastritism gastric hyperacidity 
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even in 
allergic 
infants 


4 (10 mg./cc.) or new DIMETANE-100 Injectable (100 mg./cc.). Yn. yy 


FROM A CLINICAL STUDY* IN ANNALS OF ALLERGY 


Patients 200 infants and children, ages 2 months to 14 years 

Diagnosis Perennial allergic rhinitis 

Therapy Dimetane Elixir 

Results in 149, good results / in 40, fair results 

Side Effects Encountered in only 7 patients (in all except one, 
the side effect was mild drowsiness) 


In allergic patients of all ages, Dimetane has been shown to work with an effec- 
tiveness rate of about 90% and to produce an exceptionally low incidence 
of side effects. Complete clinical data are available on request to the cane 
Department. Supplied: DIMETANE Extentabs® (12 mg.), Tablets VY, . es 
(4 mg.), Elixir (2 mg./5 cc.), new DIMETANE-TEN Injectable 


Uh 


mc GOVERN, J. P.,MC ELHENNEY, T. R., HALL, T. R., AND BUROON, K.0.: ANNALS OF ALLERGY 17:915, 1959. 


AN A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA /ETHICAL PHARMACEUTICALS OF MERIT SINCE 1878 
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over five vears 


Proven 


in more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


1 simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


Miltown 


meprobamate (Wallace) 
Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets. 
Also as MEpROTABS* — 400 mg. unmarked, coated tablets; and 
as MEPROSPAN® — 400 mg. and 200 mg. continuous release capsules. 


Wg WALLACE LABORATORIES / Cranbury, N. J. 
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...for the tense and nervous patient 


Despite the introduction in recent years of “new and different” tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
Meprobamate (Miltown) is prescribed by the medical profession more than 
any other tranquilizer in the world. | 


The reasons are not hard to find. Miltown is a known drug. Its few side 
effects have been fully reported. There are no surprises in store for either 
the patient or the physician. 
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NEW analgesic 


Kills pain 


: 
. 


stops tension 


For neuralgias, dysmenorrhea, upper respiratory 
distress, postsurgical conditions...new compound 
kills pain, stops tension, reduces fever—gives more 
complete relief than other analgesics. 


Soma Compound is an entirely new, totally dif- 
ferent analgesic combination that contains three 
drugs. First, Soma: a new type of analgesic that 
has proved to be highly effective in relieving 
both pain and tension.” Second, phenacetin: 
a “standard” analgesic and antipyretic. Third, 


NEW NONNARCOTIC ANALGESIC 


caffeine: a safe, mild stimulant for elevation of 
mood. As a result, the patient gets more complete 
relief than he does with other analgesics. 

Soma Compound is nonnarcotic and nonad- 
dicting. It reduces pain perception without im- 
pairing the natural defense reflexes.° 


scored tablets. 


® Composition: Soma (carisoprodol), 200 mg.; 
phenacetin, 160 mg.; caffeine, 32 mg. 
Dosage: | or 2 tablets q.i.d. 
Supplied: Bottles of 50 apricot-colored, 


Dosage: | or 2 tablets q.i.d. 


Supplied: Bottles of 50 white, lozenge-shaped tablets; subject to Federal Narcotics Regulations. 


NEW FOR MORE SEVERE PAIN 


soma (/ompound codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Compound boosts 
the effectiveness of codeine. Therefore, only 44 grain of codeine phosphate 
is supplied to relieve the more severe pain that usually requires /2 grain. 
Composition: Same as Soma Compound plus %4 grain codeine phosphate. 


WALLACE LABORATORIES * Cranbury, N. J. 


“References available on request. 
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{CONTINUOUS 


PROTECTION IN 


ANGINA 
PECTORIS 


ANTORA... 


PROVIDES 10-12 HOURS 
GRADUAL RELEASE 


Timed Disintegration Capsules, containing 30 mg. 
Pentaerythritol Tetranitrate . . . a clinically proven 
dosage form. For assured 24 hour control, administer 
one Antora capsule before breakfast and one before 
evening meal. ANTORA REDUCES NITROGLYCERIN RE- 
QUIREMENTS . . . IMPROVES EKG TRACINGS .. . 
PROVIDES BETTER EXERCISE TOLERANCE . . . REDUCES 
NUMBER AND SEVERITY OF ATTACKS. Administer with ? 
caution in glaucoma. 


FOR THE UNDULY 
APPREHENSIVE PATIENT 


ANTORA-B... 


Timed Disintegration Capsules, containing 30 mg. 
Pentaerythritol Tetranitrate plus 50 me. Secobarituric 
Acid. Medication is released over 10 to 12 hours with 
fewer side effects and less ‘hangover’ than the long- 
er acting barbiturates. As with Antora, capsules are 
administered only twice daily instead of the usual 
8 to 12 tablets. Administer with caution in glaucoma. 


nerta 10 Supplied: Bottles of 60 and 250. 
Literature and clinical samples 
available. 
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for the nervous patient 
with gastrointestinal or 
other smooth muscle spasm? 


In the new formula for Tropinal TABLET and ELIXIR (there 
are two different dosage forms) homatropine methyl bromide 
and butabarbital sodium are combined to provide a mean: 
of effective relief from the manifestations of gastrointestina 


spasm and hyperchlorhydria with virtual freedom from 
undesirable side effects. 


New Formula: Each tablet or teaspoonful (5 cc.2am 
(Adopted Dec. 1960) contains: 
Butabarbital Sodium 15mg 
(Warning: May be habit forming) 
Homatropine Methyl 
Bromide 


Indications: For the relief of spasticity of the gastra 
intestinal tract, such as pylorospasm, bi 
iary spasm, cardiospasm, and spastid 
colon. Effective antispasmodic action is 
provided in spasm associated with peptid 
ulcer, gastritis, cholecystitis, and othe 
such organic diseases. The combinatio 
of antispasmodic plus mild sedative is 
also of value for the alleviation of spas 
ticity associated with flatulence, nausea 
distension, or similar disturbances asso 
ciated with functional derangements. 


Usually administered in doses of one 
tablet (or one teaspoonful of the elixir 
four times daily before meals and at bed 
time. Because of the wide margin o 
safety, larger doses may be employed 
with safety where indicated. Infants ma 
be given one-fourth tablet or fifteen drop 
of the elixir. This dosage may be re 
peated several times a day as necessa 
in infant colic. 


Tropinal Tablets (yellow, scored and 
monogrammed with "PP”) in bottles o 
100 and 1000; Tropinal Elixir (red) i 
bottles of one pint and one gallon. 


Samples And Literature Gladly Sent Upon Request 


AY 
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A REALISTIC AID TO PROPER WEIGHT MAINTENANCE 


Last...New Cook Book Designed 


€ ‘ 
4 
Free to Physicians 
A Menus fulfill the recommended dietary allowances of the Food & Nutrition Board of the National Research Council. « "ty 
| 


Prevent Overweight 
Through Better Habits 


Recipes and Menus that Provide Satiety and Appetite Appeal 


The Cook Book of Glorious Eating for Weight 
Watchers fills the long-felt need for a weight 
control plan that is workable for everybody in 
the family. Realistic regimens are built around 
good, natural, readily-available foods enhanced 
by delicious methods of preparation. In place 
of “fad diets” or tasteless formulas, it provides 
for truly appetizing meals. It teaches and en- 
courages the development of the healthful eating 
habits that can prevent overweight, America’s 
#1 Health Problem. This full-color Cook Book 
contains 100 pages—248 delicious recipes each 
with calorie counts. Complete menus are here at 
3 calorie levels—1200, 1800, 2600. Calorie levels 
are related to “best” weights by sex, age, size 
and extent of activity. 


Many diets fail because they are “crash” pro- 
grams only temporary in effect. Other diets are 
unbearable because they are monotonous and 
tasteless. 


The Wesson way offers calorie controlled menus 
that emphasize appetite appeal, variety and 
satisfaction. They fulfill the recommended di- 
etary allowances of the Food & Nutrition Board 
of the National Research Council. 


All menus provide the proper amount of protein, 
carbohydrates, fat and the other essential 
nutrients. The principles of good nutrition are 
included to help the homemaker plan her own 
properly balanced, calorie controlled menus. 
With simple subtractions or additions to the 
same basic menu, each family member can be 
served delicious satisfying menus according 
to his individual needs. 


Advance copies for physicians. “The Cook Book 
of Glorious Eating for Weight Watchers” has 
not yet been released to the general public. If 


you would like an advance copy for yourself, 
together with forms to enable patients to obtain 
their own free copies, please fill in coupon below. 


Poly-unsaturated Wesson is un- 
surpassed by any readily avail- 
able brand where a _ vegetable 
(salad) oil is medically recom- 
mended for a cholesterol depres- 
sant regimen. As an aid to 
physicians, Wesson has made 
available “‘ Your Cholesterol De- 
pressant Diet Book’’. This book is for professional 
distribution only—not offered to laymen. 


Please do not confuse that offer with this one. 
“The Cook Book of Glorious Eating for Weight 
Watchers” will be offered to the general public. It 
should be explained that this is not a reducing 
manual. Rather, it marks the first time that a 
major food manufacturer has taken so important a 
step in the interest of prevention of obesity. 
Therefore, it is expected that this new book will 
be highly useful to physicians in their practice. 


The Wesson People, Dept. M, 
210 Baronne St., New Orleans 12, La. 


Glorious Eating for Weight Watchers.” 


More blanks will be sent me if requested. 


Please send me my free advance copy of ‘‘The Cook Book of 


Two dozen order blanks will be included for distribution to my 
patients who will receive free copies in return for 1 Wesson label. 


(ADDRESS) 


(CITY, ZONE, STATE) 


Poly-unsaturated Wesson, the Pure Vegetable Oil, is Never Hydrogenated. 
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W Listen... good news! 
GET BROADER PROTECTION AGAINST CLAIMS 
RESULTING FROM PRACTICE OF MEDICINE 


with St. Paul’s Professional Liability Insurance 
Approved Carrier of Medical Society of Virginia 


]. ereader Protection. A St. Paul policy assures you For complete information on “broader protection” 

of complete “professional services” protection Professional Liability Insurance see your nearest St. 
Paul agent. 

2. Absence of Exclusions. All professional liability 

policies are not the same. The St. Paul policy has only St. Paul Fire and Marine Insurance Co. 

St. Paul Mercury Insurance Co. 


one exclusion—Workman’s Compensation. 


re Experienced, Sound Company. The S¢. Paul has 
established an enviable record of competence extending 
over more than 100 years. 


VIRGINIA OFFICE 
721 American Bldg. 
Richmond 4, Virginia 


A. Effective Defense and Prevention. Close liaison 
with doctors and medical societies helps the Company to 
pinpoint areas of risk and to develop educational ma- 
terial which assists doctors in avoiding claims. 


HOME OFFICE 
385 Washington Street, 
St. Paul, Minnesota 


Inside Back Cover Parke, Davie Compeny Second Cover-3 
Astra Pharmaceutical Products, Inc. 39 46 


Blue Shield 


76 Richmond Eye Hospital—Richmond Ear, Nose and 

Davies, Rose & Company, Limited Robins, A. H. 
Gill Memorial Eye, Ear and Throat Hospital, Inc.__...... 45 St. Paul-Western Insurance Companies --_.......---.---- — 
Johnston-Willis Hospital United States Brewers 20 
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: __.--28-24, 51 ‘Merck, Sharp & Dohme 21 


when yo u suspect 


According to a report by the Council on Drugs 
Only a single prescription provides: 
of the American Medical Association, 
Ki + symptomatic relief of aches, pains, antibiotics may be administered for prophylaxis 
fever, coryza and rhinorrhea associated inst Jary bacterial invad in th 
with upper respiratory infections against secondary bacterial invaders in the 
. effective antibiotic action against following types of patients with influenza: 
secondary infections caused pregnant women; debilitated infants; 
by tetracycline-sensitive pathogens 
J . — older individuals; patients being treated for other 
Each | bacterial infections with chemotherapeutic 
TETREX-APC with BRISTAMIN 
‘ Capsule contains: agents, and patients with chronic, nonallergic 
NTIBIOTIC 
TETREX (tetracycline phosphate complex respiratory disease. 
equivalent to tetracycline HCl) 
ANALGESIC — ANTIPYRETIC 
Phenacetin 
Caffeine 
ANTIHISTAMINIC 
BRISTAMIN (phenyltoloxamine citrate)................ 25 mg. BRISTOL LABORATORIES 
Dosage: tga 2 capsules 3 or 4 times a day for 3 to 5 Div. of Bristol-Myers Co. BRISTOL 


Children: 6 to 12 yrs.: One-half the adult dose. SYRACUSE, NEW YORK 
Supplied: Bottles of 24 and 100 capsules. . 


*Council on Drugs, J.A.M.A. 165:58 (Sept. 7) 1957. 
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it has been is the 
promoter=for constantly. 
éniously she is expanding 
ations. 


As a respected doctor, the ideas you 
express will take root in the minds 
of many. As an active supporter of 
Blue Shield you can, if you will, do 
more than anyone else to further 
the cause of this voluntary, doctor- 

ided program of medical care 
prepayment in your community. 
One doctor writes: “A team of Blue 
Shield Plans and cooperating phy- 
sicians cannot be matched by any 


f ether program aimed at the same 


SHIELD” 


Service. marks 
reg. by Blue Shield 
Medical Care Pians 
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AN AMES CLINIQUICK’ 


CLINICAL BRIEFS FOR MODERN PRACTICE 
“benign” 
glycosuria... 
danger sign 


“Benign” glycosuria can be the first sign of impending dia- 
betes when observed in predisposed persons during the “silent” 
period preceding frank diabetes. In one series of 1,140 dia- 
betics, 96 had been informed of “benign” glycosuria prior 
to development of diabetes.* 

If these patients had periodically tested their urine after 
the first finding of glycosuria, many of them might have de- 
tected recurrence of glycosuria—thus permitting earlier 
diagnosis of diabetes by the physician and possible 
avoidance of degenerative complications. Slight 
glycosuria, even when only occasional, 
should always arouse suspicion of 
latent diabetes. 


*Pomeranze, J.: J. New York 
M. Coll, 7:32, 1959. 


Periodic urine-sugar test- 
ing at home is an integral part of 
the follow-up of “benign” glycosuria. Its 
practicality is increased when the patient charts 
his findings on the CLinirest® Graphic Analysis 
Record. This chart frees the physician from dependence 

on the patient’s memory and enables him to follow at a 
glance the trend and degree of any glycosuria. 


for follow-up of ‘‘benign’’ glycosuria and 
earliest detection and control of Diabetes 


color-calibrated 


CLINITEST’ 


BRAND Reagent Tablets 


Standardized urine-sugar test for reliable quantitative estima- 
tions + familiar blue-to-orange spectrum—easily interpreted 
results « “plus” system covers entire critical range—includ- 
ing %4% (++) and 1% (+++) « patient cooperation 
encouraged by use of Graphic Analysis Record 
—supplied with CLinitest Set and each 
tablet refill package. 
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after 5 years of research and 


41,000 patient days of clinical testing 
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a new infant formula 


nearly identical to mother’s milk! in nutritional breadth and balance 


Enfamil 


Infant formula 


In a well controlled institutional study,2 Enfamil was thoroughly tested in conjunction with 
three widely used infant formula products. These investigators reported that Enfamil pro- 
duced @ good weight gains @ soft stool consistency ¢ normal stool frequency 


nearly identical to mother’s milk... 


@ in caloric distribution of protein, fat and carbohydrate e in vitamin pattern (vitamin D 
added in accordance with NRC recommendations) ¢ in osmolar load ¢ in ratio of unsaturated 
to saturated fatty acids e in absence of measurable curd tension . . . enhances digestibility 


1. Macy, I. G.; Kelly, H. J., and Sloan, R. E.; with the Consultation of the Committee on Maternal and Child Feeding of the Food and 
Nutrition Board: National Research Council: The Composition of Milks, Publication 254, National Academy of Sciences and National Research 
Council, Revised 1953. 2. Brown, G. W.; Tuholski, J. M.; Sauer, L. W.; Minsk, L. D., and R I.: Evaluation of Prepared Milks in 
Infant Nutrition; Use of the Latin Square Technique, J. Pediat. 56:391 (Mar.) 1960. 


Mead Johnson 
Laboratories 


Symbol of service in medicine 
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